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Control of Hypertension 
Successfully achieved with 


B.C.P.W, BRAND 

STANDARDIZED EXTRACT OF RAUWOLFIA SERPENTINA 

@ Repuces Hicu BLoop-PREssuRE 

@ Acts As A SEDATIVE TO Nervous SysTEM 

@ Uservut tn INsomniA, EPILEPsy ETC. 

@ INpIcATED 1n MENTAL DisoRDERS OF MANIACAL TYPE 
Supplies: Liquid Extract: In one ounce phials. 

Tablets of 5 gis.: In bottles of fifty. 
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Cetavion’/4 
The Effective 
Antibacterial Detergent 
‘Cetavion’ is non- 
i irritant and non-toxic ; 
the powerful antiseptic. ~ 
and detergent proper- 
ties of a 1% solution 
make it pre-eminently' 
suitable for the pre- 
operative “‘scrub-up”’ 
because: 
* Effective sterilisation of the skin is rapidly attained. 
* Dirt and contaminating matter are readily removed. 
*A bactericidal film is formed which persists for 
several hours. 
The film remains intact after drying the hands on a 
sterile towel and is only broken when in contact with 
blood or soap. The persistent sterilising effect makes 
gloveless surgery possible for minor procedures or 


during an emergency and is an additional safeguard 
against the risk of infection when gloves are used. 2. 


PACKINGS 
Available as ‘Cetavion’ Powder in various packs 


IMPERIAL CHEMICAL INDUSTRIES (INDIA) 
= Calcutta Bombay Madras Cochin _New Delhi Kanpur 
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Low Doxicity> of 


i The Council on Pharmacy and Chemistry of the American Medical Association 
commenting on the omission of sulfathiazole from New and Nonofficial, 

"Remedies, remarked on the relative toxicity of sulfanilamide, sulfamerazine, and 
sulfadiazine. The lowest percentage of toxicity was attributed to sulfadiazine. 


* — Almost since its discovery, sulfadiazine has been acclaimed throughout the 
world as the sulfonamide of choice. Despite all the advances that have been 
made in chemotherapy, not only in the sulfonamide field but in the antibiotic 
field as well, it is remarkable that sulfadiazine remains today—as it will remain 
for many years !—the sulfonamide of choice from the standpoint of effectiveness 
and relatively low incidence of side reactions. : ae 


*Council on Pharmacy & Chemistry, 
Report of the Council, J. A, M. A. 
136 ; 691 (Mar. 6) 1948, 


LEDERLE LABORATORIES (INDIA) LTD. 
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“Penicillin for injection In an aqueous vehicle at 24-hour Intervals, with a 
_ fapid peak penicillin blood level to over-whelm infection at the outset. 


Five-Dove Vial 5 Single-Dose Via 


()) SUSTAINED THERAPEUTIC BLOOD 
LEVELS FOR 24 HOURS AND OVER 


(2) EASE OF ADMINISTRATION 

@) ECONOMY 

Munufactured by Bristol Laboratories, Inc., Syracuse, New York, 

DISTRIBUTED IN INDIA BY 
LED. p. Bex 10m, Gombey 
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edema and congestion 

mucosa which accompany an attack of 
Acute Rhinitis weaken resistance. Thi 
reduction in local defence opens the door 


re-establishes ventilation 
efficiently, thus ensuring adequate 

‘Endrine’ contains ephedrine in safe but 
effective concentration. This provides 
prompt decongestion without impairing 
Ciliary activity. 


‘sENDRINE? 


NASAL COMPOUND 


JOHN WYETH & BROTHER LIMITED, LONDON 
Distributors in India and Burma: GEOFFREY MANNERS & COMPANY, UMITED 
Bombay - Calcutta - Delhi - Madras - Rangoon 
Pakistan: GEOFFREY MANNERS & CO. (PAKISTAN) LTD. Lahore-Karachi-Chittagong 
Ceylon: MILLERS LIMITED, Colombe. 


Malaya: ANGLO-THA! CORPORATION LIMITED, Singapore Granches 
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N LEPROSY INCIDENC 
N Less than Iper 1000 


Te those that dwelt in darkness 
has come a great light 


Until recently leprosy could best be described . 
as ‘that fell disease’—and those suffering from q 
it were regarded as outcasts from their fellow a. 
men, To-day a new era has dawned—leprosy 


can be cured. That Mother Sulphone 
“CROYSULPHONE” 
4: 4 Diamino Diphenyl Sulphone 

would seem to be a specific cure for leprosy, is 

one of the greatest discoveries of medical a 

science. It may now be said with confidence h 

that the patient suffering from leprosy need no - ££ 

longer. be faced with the certainty of 

disfigurement, blindness, loss of voice and 

the mutilations that accompany a progressive __. 

infection with the leprosy bacillus, , 

As sole representatives for India of the largest P 
. producers of MOTHER SULPHONE we will 

~ gladly give fullest information about this pro- 
duct, which we'can offer both in bulk and 
tablets, 


Sole Agents for 


BIDDLE SAWYER & CO., (India) LTD. 


-25 Dalal Street, BOMBAY 1 G.P.0. Box 887, CALCUTTA 
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Discovery of a unique 
penicillin ester 


LECTIVE LUNG | 


ESTOPEN 


_Hese @ powerful new weopon for combating pneumonie, 
bronchitis, bronchiectasis. ..indeed, all penicillin-sensitive ine 
fections of the lung and associated tissues. Given by intramus+ 
cular injection, ESTOPEN hos the unique property of focusing 
penicillin activity tm the lungs—an effect derived from its 
pecial affinity for lung tissues. The hydriodide of the diethylamino» 
ethyl ester of penicillin G, Estopen ts dry powder... ts eosily 
euspended in water... and is very simple to inject. 


ESTOPEN 


GLAXO LABORATORIES (INDIA) LTD, BOMBAY CALCUTTA MADRAS 
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Rational Penicillin Packaging 


AaH PENICILLIN preparations are packed in containers chosen 

* to meet the needs of individual treatment prescribed by the physician ; 

* to afford protection from contamination during use, thus ensuring maximum 
therapeutic effect ; e 
* to eliminate waste. 

PENICILLIN LOZENGES A&H each contain 1,000 units of penicillin B.P ; 
tubes of 20 lozenges.. 

PENICILLIN OINTMENT contains in each gramme of anhydrous base 1,000 units 
of penicillin B.P ; tubes of 25 grammes and jars of 450 grammes. 

PENICILLIN EYE OINTMENT contains in each gramme of anhydrous base 
1,000 units of penicillin B.P ; tubes of 4 grammes. 


PENICILLIN NONAD TULLE, a non-adherent, sterilised gauze dressing of wide 
mesh, impregnated with an emulsifying base containing 1,000 units of penicillin per 
gramme, in tins containing 40 pieces each 2 ins. x 2 ins., 10 pieces each 4 ins. x 4 ins., 
40 pieces each 4 ins. x 4 ins., and strips of 4 ins. x 2 yds. 
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are in a state of nervous 
depression than ever 
before. Hence in most 
cases wherever the 
trouble may lie, 
nervous sysiem calls 
for special attention. 
Phospholecivit is a 
very comprehensive and 
palatable composition 
for nervous prostration 
ordebility because it 
combines Glycerophos- 
and Lecithin with 
epsin and Vitamins 
Bi,B2&B6. - 


LISTER ANTISEPTICS 


somear. 


CarcCutta 


Royal College of Surgeons of England 
POSTGRADUATE. TEACHING 


¢ of postgraduate teach 

BD oe including study of the basic sciences, surgery 
and surgical and allied specialties. In addition to the 
lectures in the basic sciences, practical demonstrations in 
the laboratories and dissecting room are held extending 
over a period of three months. . Clinical Conferences are 
pend to take place at various hospitals during the 

when lectures in general surgery are being 


are available to advise 
students ape study in General Surgery, Orth 
Surgery, Plastic Surgery, Anaesthetics, and tal 
Surgery, who will assist as far as ible in finding 
suitable clinical instruction and-clinica] appointments. 
The following courses: are held in the College each 
year :— 
GENERAL SURGERY 
October and April ( 24 lectures ) 
ANATOMY, APPLIED PHYSIOLOGY 
AND PATHOLOGY 
LECTURES AND DEMONSTRATIONS . 
October to January and April to Fuly 
FACULTY OF DENTAL SURGERY 
ANATOMY, APPLIED PHYSIOLOGY 
AND PATHOLOGY 


IN THEIR APPLICATION To DentaL SurRGERY 


LECTURES AND DEMONSTRATIONS 
January to.March ; July and September 
GENERAL, ORAL AND DENTAL SURGERY 
LECTURES AND CLINICAL DEMONSTRATIONS 


(In conjunction with the Institute of Dental Surgery) 
October to November, March to April 


FACULTY OF ANAESTHETISTS 
ANAESTHETICS 


October, and April to May. 


A series of Tutorials in Anaesthetics will also be 
held in rhe evening during the period of the lectures. 


FELLOWSHIP AND DENTAL EXAMINATIONS 


The Final Examination for the Fellowship (F.R.C.S.) 
may now be taken in Surgery, Ophthalmology, or 
Otolaryngology. 
A Fellowship in Dental Surgery (F.D.S., R.C.S. 
Eng.) has been instituted. 


HALL OF RESIDENCE 


Residential accommodation is available within the 
College for postgraduate students. 

Full particulars may be obtained on ication to 
W. F. Davis, Esq., Secretary, Institute the Basic 
Medical Sciences, Royal College of Surgeons of England, 
Lincoln’s Inn Fields, London W.C.2. England. 
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PURE ESSENCE 
OF CHOICE CHICKEN 


A highly nutritive protein food for 
ora) administration in severe iliness 
and exhaustion. Easily assimilable 
and providing immediate energy, 
HI-NUTRON aids in the management 
of diseases ond the promotion of 
@onvalescence. 
Pecked in oral ampoules 
of and 10¢.¢. 


LITERATURE ONMREQUEST, 


BOMBAY BRANCH: LUCKNOW OBPOT: 
MUBARAK MANZIL 
APOLLO 


A non-toxic, chemo-therapeutic agent. 
for the treatment of acute and chronie 
Amoebic Dysentery. 


Packed in tubes of 20, 
bottles of 100 and S00 LITERATURE ON REQUEST 
teblets of 0.28 gm. 


HIND CHEMICALS LTD. 


HEAD OFFICE: 
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FAST HIGH 
Levels obtained with Penicillin Produral 
after single 1 cc. injection (400,000 v.) 


PENICILLIN 


Fast action ... high initial blood concentration— 


Pp RO D URAL blood level lasting 


for at least 24 hours. “> 


PENICILLIN PRODURAL is a stable, dry 
combination of penicillin salts, which, 
with the addition of an aqueous diluent, 
supplies 100,000 units of Buffered 
Crystalline Penicillin G Potassium and 
300,000 units of Crystalline Procaine 
Penicillin G in each 1 cc. of the 
resulting solution-suspension mixture. 


PENICILLIN PRODURAL— Manufactured by MERCK & CO., Ine. 
Supplied in 1-dose viels (400,000 units), 5-dose vials (2,000,000 units), ond 10-dose vials 
(4,000,000 units). Stable for 18 months in the unopened container, or for 1 week under 
refrigeration ofter the eddition of the oquveous dilvent. 


MERCK (NORTH AMERICA) Inc. 
161 Avenue of the Americas, New York 13, N. Y., U.S. A. 


Exclusive Distributor : MARTIN & HARRIS, LTD. 
sin :* Calcutta, Bombay, Madras, Delhi, Ra: 


Szpremper, 195 
) 
© per ce. of sarum J 
| 2] 3] 4 | 24 | 36 | 
[ 26 | [062 [0.45 | 0.24 [0.092] 0.09 
| Ma 
me | | 
. > 
im 
‘ : MERCK & CO., Inc. 
trade-mark of Menufecturing ; f 
"MERCK inc. Rahway, N.J.,U.8. 
Off 
mg, please mention the Journal of the Indian’ Me ae 


Supremser, 1951 J. I. M. A. ADVERTISER a 


A VALUABLE 
MSOURCE OCF PROTEIN | 


Clinical observation shows that these condi- : 
Brand’s Essence of Chicken is a 
tions are accompanied by protein depletion, 
balance. Being partly hydrolised, it is cap- 
able of easy ingestion, digestion 
The condition of the patient may further and absorption. It is extremely P 
‘ palatable and may be taken either 
aggravate this, owing to his inability to con- as a jelly or as a liquid. It is an H 
ideal means of supporting com [| 5 
sume the food offered. In such cases care valescence and restoring a positive \ 
should be taken to include in the diet selected 
foods of high protein value which are A ety 


palatable and easy to assimilate. 


BRAND'S ESSENCE OF CHICKEN 


IN 10 CC PHIALS 


Monviocured by; BRAND & CO., LTD., LONDON \ 
agents: GRAHAMS TRADING CO., (INDIA) LTD, 


CALCUTTA — MADRAS — BOMBAY — DELHI. 
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Quick relief 
from the choking effects of 


safe because of its judicious 
blend of healing ingredients. 
from Asthms. . 
AVAILABLE IN CONTAUNERS OF 68, 160 ASD 


WORLI CHEMICAL WORKS LTD,, BOMBAY 18, 


constipation, ete. 


Available in packings of 6 oz. & 13 ozs, 


WORLI CHEMICAL WORKS LTD 


BOMBAY 18, 


Asthma. 
Highly efficacious yet 
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THOUGH YOUNG YET WITH 50 YEARS EXPERIENCE ie Rp 
WAVING SEVERED MY CONNECTIONS WITH THE FIRM OF MARAIN DAS BHAGWAN DAS 
| HAVE STARTED UNDER THE ABOVE NAME AND SOLICIT THE PATRONAGE OF FRIENDS, 


CARICAPEPTOL 


A VITAMINISED ENZYMATIC INFALLIBLE IN DYSENTERY 


DIGESTANT Each 4 gr. tablet contains: 


Kurchi Bismuth Iodide 1} gr. 
Iodo-Chloro-Hydroxy-Quinoline $gr. 
Kaolin and Excipients ~ gr. 


LABORATORY LTD. 
SALKIA * HOWRAH. 
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ACID BUTTERMILK 


DIKT 


OF UNVARYING COMPOSITION 


The difficulty of preparing acid buttermilk 
is overcome by “Eledon’’. This dried 
product of unvarying composition has 
made it possible to prescribe a buttermilk 
diet whenever its use is indicated. 


Under medical supervision “Eledon"’ will 
form a normal food for infants for several 
months in succession (its calorific value is 
the same as that of whole milk, while jts 
content of milk fat is slightly less than 
half that of whole milk). 


te is specially suitable for children who do 

not thrive on when normal 

f milk is badly tolerated, whilst it is ideal 

fi BUTT ERM for premature infants as a substitute for, 
N POWDER FO or an addition to, mother’s milk. 


It is invaluable for skin disorders and 

ylorospasm in infants, for acute gastritis, 
liver disorders and constipation in older 
children and adults, and for diarrhoea and 
dysentery patients of all ages. 


Please write for literature to : 

NESTLE’s PRODUCTS (INDIA) LTD. 

P.O. Box 3% * P.O, Box 315 * P.O. Box 180 * 35, Faiz Bazar, 
Calcutta. Bombay. Madras. Delhi. 


Praoouct 
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AN EXCELLENT 
DIETARY 
SUPPLEMENT 
AND 
RECONSTRUCTIVE 


deficiencies Bépecially the deficiency of 


Saccharated Oxide of Iron Gms 
ols 1 3 Mgms. 
x Vitamin B2 2 Mgms. 
as}, Tec 30 


In bottles of 1 tb. Palatable base enriched with 
i Male Extract. 


ALEMBIC CHEMICAL WORKS CO. LTO., BARODA 
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Kodak? X-ray fi is stored by Kodah Limited in 
ial low temperature rooms to preserve freshness. 


Maximum clarity 
in radiography 


Clarity, a consequence of adequate detail, sharp definition 

ahd desirable contrast, is assured when you use ‘Kodak’ Blue Brand 
- Uléva-Speed X-Ray Film. Moreover, by using this film 
consistently you are assured of identical results under 
the same conditions time and time again. That is because 
‘Kodak’ Blue Brand Ultra-Speed X-Ray Films are manufactured 
under such rigid control that they do not vary. 


KODAK LTD. 
ncorpercted 
Bombay Colevtto — Madras. Also of == 
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Please write for our illustrated 
booklet describing the manufacture 
of ‘PARAMISAN SODIUM’ in India. 
CLIVE BUILDINGS, NETAJI SUBHAS ROAD | 
CALCUTTA GILLANDERS ARBUTHNOT & CO., LTD 
CALCUTTA BOMBAY MADRAS 


NEW DELHI + KANPUR 
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FAIRDEALS 


SEDOPHIL ‘MINAPHIL 


gr. and Phenobarbital a cardiac 
lator, also useful in the distress and oppression 
3 gr. in each tablet. Useful for Vasodilation Which accompany aortic or hypertensive disease. 
diuresis and central sedation. Available in tablets and injections. 
0-24 Grams in 10 for 
containi in 10 cc. 
Gorden of 0nd Tablets. of 0-48 grams in 2 cc. for 


Packing: Bottles 30, 100 and 1000 Tablets. 
j Boxes of 6, 25 and 100 ampoules of 2 ¢¢.. 
os = Sand 25 ampoules of 10 ¢,c. 


THE FAIRDEAL CORPORATION LTD. 


142-48, Ghodbunder Road, Jogeshwari, Bombay. 


P.O. BAG 1925, BOMBAY P.O. BOX 1866, DELHI 
P.O. BOX 8913, CALCUTTA P.O, BOX 1667, MADRAS cat 


SUCCINATE-SALICYLATE 
IN 
RHEUMATIC ARTHRITIS 


(Calcium ,Succinate-Sodium Salicylate enteric coated tablets) 


ANTI-ARTHRITIC 
ADVANTAGES 
OVER THE SODIUM SALICYLATE 


ENABLES the use of Sodium Selig for protracted tite with y 
perfect tolerance. 

MAINTAINS the sedative ‘effect brought about by Sodium Salicylate. 
\NCREASES tissue oxidation 


DOSE: 3 to 4 tablets ; times daily. Bottles of 100. 
Particulars from: RAPTAKOS, BRETT & CO. LTD., WORLI, BOMBAY. 
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AL-CREAM 
(Milk of Aluminium Hydroxide ) 
An effective antacid for all conditions 
of gastric hyperacidity and its sequelz. 
It ,is palatable to take and no by-effects 
have been observed even on prolonged use. 
PACKING 


Bottles of 6 Fl. Ounces 
For Oral use. 


| 


UNION DRUG CO,LTD. CALCUTTA. 


285, BOWBAZAR STREET. 
T’Phone :-— T’ 
West 1034 “BENZOIC” CAL. 


Fe. 


For social and economic reasons, medical advice is now being 
sought, more than ever before, on the subject of “ PLANNED 
PARENTHOOD,” and Birth Control im its clinical aspect is 
rapidly becoming « specialised branch of Medical Science. 


GYNOMIN 


The Scientifically Balanced, Antiseptic Formula No. CDL. 1040. 
and Deodorant Contraceptive Tablet Samples and medical literature sent on request. 


lanufactured by. 
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OBSERVATIONS~ON BIOCHEMICAL FINDINGS OF 
THE BLOOD IN CHOLERA 


HIRALAL SAHA, 
Professor of Physiology, 
AND 
AMALANANDA DAS, 
Professor of Medicine, 


Nilratan Sarkar Medical College, Calcutta. 


The problem of the treatment of cholera has not 
been solved by the use of antibiotics and chemothera- 
peutic agents so far used. The important changes 
which materially affect the progress and outcome of a 
case of cholera are obviously linked with the problems 
of dehydration and salt depletion. The extent of these 
have been studied from time to time, but the data from 
the few published reports, which are directed towards 
elucidation of the problem have not been unanimous. 


Rogers (1913) estimated the chloride content of the 
blood and found very slight deviations from the normal. 
He stressed that normal values may be found inspite 
of considerable or severe hemoconcentration, and that 
this indicated a considerable loss of total chlorides. 
Liu (1933) did estimation of the total base and chlo- 
rides and found both diminished but there was an ex- 
cess of the loss of thé total base. Banerji (1941) 
observed that the chloride levels were significantly 
below normal in cholera, Chatterji and Sarkar (1941) 
found blood chloride to be almost normal but the serum 
sodium was diminished and potassium increased. 
Ghanem and Mikhali (1948) stated that the serum 
potassium was reduced while blood chlorides remained 
near the normal level. 


The mainstay in the treatment of cholera is intra- 
venous infusion of fluids and consequently no satis- 
factory improvement in the prognosis can ‘ expected 
unless the knowledge of the actual state of dehydration 
and electrolytic imbalance is known. It is with this 
object in view that an investigation was undertaken by 
the authors, and the present communication is a preli- 
minary report of some of the findings which were con- 
sidered important. 
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MATERIALS AND 


The investigations were carried out on 49 patients 
admitted under one of the authors (A.D.) in the Nil- 
ratan Sarkar Hospital during the present epidemic of 
cholera. The estimations were done on samples of 
heparinised, oxalated and clotted blood collected from 
patients immediately on admission and before any treat- 
ment was commenced. Samples. of stools of these 
patients collected by sterile rectal catheter were cul- 
tured in special media, for cholera vibrio. 95 per cent 
of these cases were vibrio-positive. 


All estimations except those noted below were done 
by the standard methods described by King (1946). 
All readings were taken in a photoelectric colorimeter 
and the results calculated from a calibration chart pre- 
viously made with known strength of standard solu- 
tions. The estimations for sodium and potassium were 
done in duplicate. 


Plasma proteins were estimated by the method of 
Greenberg (1942), carbon dioxide combining power by 
the method described by Lehmann (1951), blood and 
plasma specific gravity were estimated by the copper- 
sulphate method (Van Slyke and Phillips, 1943). 


Owing to the difficulty of obtaining a sifficient 
quantity of blood from collapsed and dehydrated 
patients it was not possible to do all the estimations in 
every sample of blood. 


RESULTS 


The results obtained in this series of experiments 
are presented under individual headings. 


1. Specific gravity of blood and plasma—This 
was estimated in 37 patients. In all cases the specific 
gravity of both blood and plasma were raised above 
the normal level, except in oné instance when the 
whole-blood specific gravity was 1055. The normal 
value for the specific gravity of whole-blood has been 
regarded.as 1055 and that of the plasma as 1027. The 
average specific gravity for the blood was 1066 with a 
range of values between 1055 and 1073. . In 67-5 per 
‘cent- of these cases the specific gravity was actually 
above the average. The average plasma specific gra- 
vity was 1037. The minimum and maximum values 
were 1030 and 1042 respectively. In 5] per cent of 
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cases the plasma specific gravity was more than the 
average. 

2. Plasma proteins—This also was estimated in 
37 patients. As expected from the specific gravity of 
plasma the relative concentration of the proteins in all 
cases was above the normal maximum value. 


The maximum plasma protein concentration re- 
corded in this series was 13-1 gm. per cent, the minimum 
8-8, and the average 11-2 gm. per 100 ml. The figures 
were almost equally distributed round the average. 


Serum sodium—This was estimated in 23 cases. 
The normal range is stated by Harrison (1947) to be 
325 to 350 mgm. On this basis, in 87 per cent of cases 
the findings were below the normal minimum and in 
8-7 per cent of cases the values were within the accepted 
normal range. In only one patient (Case No. 16) the 
sodium level was raised but even here the value did 
not exceed the normal maximum. The average in this 
series was 294-4 mgm. per cent the maximum being 
356 mgm. and minimum 260 mgm. per cent. 


In nearly 70 per cent of cases the serum sodium 
was even lower than the average quoted above. It will 
be seen that the average sodium in this series of cholera 
cases was 13-5 per cent less than the normal average. 


Serum potassium—This was estimated in 20 cases. 
The average value was 25-5 mgm. per 100 ml. The 
range was between 9 and 36 mgm. per 100 ml, Although 
the minimum serum potassium in this series was 
considerably below the normal range ; subnormal potas- 
sium values were observed in 30 per cent of cases. In 
60 per cent of cases the values were more than the 
maximum normal, while in only 2 out of 20 cases the 
serum potassium was within the normal range. The 
tendency towards this rise in serum potassium in 
cholera will also be noticed from the fact that in more 
than half the cases the serum potassium level was 
actually higher than the average stated above. The 
normal serum potassium has been stated by Harrison 
to be between 18 and 21 mgm. 


Chloride—This was estimated in the whole blood 
in 25 cases. In 15 specimens where the plasma was 
not hemolysed, plasma chloride was also estimated. 


The average blood chloride in the series was 286-1 
mgm. of chloride ion (472 as sodium chloride for 
100 ml.). It will be seen that this value is well within 
he — of normality. In 32 per cent of cases the 
blood chloride was to some extent less than normal, 
while in only 12 per cent of cases the values were 
‘slightly above normal. 


The a plasma chloride was 353-3 as chlo- 

ride ion per 100 ml. (583 mgm. cent as sodium 
chloride). The minimum was 320-8 and the maxi- 
‘mum 392-5. Taking the normal plasma chloride as 
between 340 and mgm. per cent, in about 50 per 
cent of cases the plasma chloride was within the normal 
Tange, in about 50 per cent of cases it was below the 
normal range and in the remaining 20 per cent it was 
above normal. 
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Inorganic phosphorus—Plasma inorganic phos- 

S was estimated in 24 cases. The average was 

7-1 mgm. per cent, the maximum was 12 and minimum 

2-7 mgm. per cent. In no patient in this series the 

phosphorus was below the normal range. In 

75 per cent of cases the values were actually above the 
normal maximum. 


Alkali reserve—The carbon dioxide combining 
power of the plasma was estimated in 20 cases. In 
no instance was it found near or above the normal value 
(28 m.eq.l. of HCO;). The highest Value observed 
in this series was 20 m.eq.l. The lowest was 10 
m.eq.l. of HCOs. The average of the series was 15-8 
m.eq.l. The figures were almost equally distributed 
around the mean. 


Discussion 


Cholera is a condition characterized by a loss of 
enormous amount of fluid from the body. With the 
help of hzmatocrit studies, Rogers (1913) calculated 
in 7 fatal cases that the loss was 67 per cent of the 
fluid portion of the blood. Modern methods of estima- 
tion of body water show that although the fluid loss 
from the plasma is considerable, the total loss of fluid 
from the body is of greater magnitude. This must 
mecessarily be so as loss of fluid from the plasma is 
constantly replenished by fluid from the interstitial 
spaces. Ina severe case the capacity of the extracellu- 
lar space to part with the fluid becomes depleted and 
after this stage the loss evidently occurs from the 

lasma only. The loss of water from the body is mani- 
ested by a progressively increasing specific gravity and 

otein concentration of the plasma and other clinical 
eatures of dehydration. 


In Indians of average weight and height the nor- 
mal plasma volume has been found by us to be 2-5 
litres and the total extracellular fluid space to be 10-0 
litres. On this basis and after making the corrections 

for hzmoconcentration and increase of the « 

protein content of the plasma observed in the present 
series of cases the calculated plasma volume appears 
to be 1-6 litres. 


In four cases of cholera we estimated the plasma 
volume by the dye method and the average plasma 
volume was 1-7 litres representing a loss of 0-8 litres 
(32 per cent) of the plasma fluid. The average total 
extracellular fluid measured by us in the same cases by 
the thiocyanate method was 7-7 litres. The amount 
of total fluid loss is, therefore, 2-3 litres of which 0-8 
litre is from the plasma and 1-5 litres is from the 
interstitial spaces. 

The four cases investigated were of average height 
and weight. Their stool culture was positive and they 
recovered. 

Rogers (1913, 1921) and subsequent investigators 
have stressed that the fluid which is lost from the 
plasma is rich in chlorides. The concentration of 
blood chloride does not appear to fall and this might 
give an erroneous impression that chloride loss does 
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not occur. When, however, the body water and the 
chloride content are taken into account the nature of 
the fluid lost from the body becomes obvious. The 
loss of 2-3 litres of water is accompanied by a loss of 
8-83 gm. of chloride ions (14-5 gm. of NaCl) in- 
spite of absence’ of appreciable alteration in the plasma 
chloride concentration. In this calculation the average 
normal plasma chloride concentration has been taken 


as 360 mgm. of Cl ion per 100 ml. 


More valuable information is obtained by analys- 
ing the value for sodium. Taking the average serum 
sodium as 340 mgm. (Harrison) the serum sodium 
concentration in cholera falls by only 45 mgm. per cent. 
If the sodium content of the extracellular fluid is cal- 
culated in a case of cholera and compared with the 
normal it is found that this compartment of the body 
fluid loses 11-6 gm. of sodium. It is, therefore, evi- 
dent that the loss of sodium ion is disproportionately 
greater than that of the chloride ion. In the particular 
instances given above, non-chloride sodium loss 
(assuming that all the chloride lost from the body is in 
the form of sodium chloride) amounts to 5-7 gm. 


One of the important salts of sodium lost from 
the body in cholera which accounts for the excess of 
sodium loss. is obviously sodium bicarbonate. This is 
evident from the data given for the alkali reserve. Cal- 
culating in the same manner as above it is found that 
simultaneous with the loss of 2-3 litres of water the 
body loses 28-75 m.eq. of bicarbonate ion. This 
causes the CO, combining power of the blood to be 
reduced from normal average value of -65-vol. to 35 
vol. per 100 ml. This is one of the factors which ex- 
plains how the alkali reserve is so greatly depleted and 
the development of acidosis in cholera. It should, 
however, be mentioned that the state of sodium deficit 
and acidosis assumes considerable importance because 
of the simultaneous increase of inorganic phosphates. 
The great importance of acidosis in cholera was realised 
by -Rogers (1915) who reported a further reduction 
of mortality after addition of sodium bicarbonate to his 
saline transfusions. 


The increase of the serum potassium in the series 
* amounted to about 25 per cent above the average nor- 
mal but the increase of potassium is also an apparent 
phenomenon, owing to hemoconcentration. For when 
the volume of the extracellular water is taken into con- 
sideration it is found that the total potassium content 
of the body fluid is not greatly altered. The apparently 
high concentration of potassium in the plasma does 
not necessarily produce cardiotoxic effects as manifested 
by changes in the electtocardiogram. Electrocardio- 
graphic tracings were taken in 3 patients (Case Nos. 5, 
10, 19) in whom the serum potassium was between 30 
and 35 mgm. per 100 ml. In none, the patterns were 
characteristic of hyperpotassemia. The absence of 
cardio-depressor effect inspite of high serum potassium 
level is probably partly due to the fact stated above, 
and partly to the increased concentration of proteins 
which would render the potassium osmotically inactive. 


In the case of phosphate, however, the increase 
appears to be a true retention. This may partly be 
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due to the anuria which invariably accompanied our 
cases. The implication of this lies in the fact that in 
a state of already depleted alkali reserve, increase of 
phosphate ions would precipitate an uncompensated 
acidosis by diverting the already depleted base. 

On gross analysis our findings are in agreement 
with those of Rogers (1913) and Ghanem and Mikhali 
(1948) with regard to chlorides. Liu (1933) also 
stressed the importance of loss of base, a finding which 
we consider to be of extreme importance. The present 
findings with regard to chlorides are in disagreement 
with those of Banerji (1941). The values for sodium, 
potassium and chlorides observed in this series are 
similar to those of Chatterji and Sarkar (1941). 


SUMMARY 

1. Biochemical data with regard to sodium, potas- 
sium, inorganic phosphorus, chlorides and bicarbonate 
in a series of cases of cholera are presented. 

2. An analysis of the data in relation to the altera- 
tion of the volume of extracellular fluid of the body is 
presented. 

3. The findings indicate that there is a loss of 
water, sodium chloride and bicarbonate from the body. 
This is associated with an increase of inorganic phos- 
phorus. There is a relative excess of sodium loss 
over that of the chloride. 
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EMERGENCIES IN OBSTETRICS AND GYNAECOLOGY* 
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Hospital and S.G.S. Medical College, Parel, Bombay. 


The obstetrical and gynazcological emergencies 
attract the attention equally of both the general practi- 
tioner and the specialists. On the general practitioner 
falls the burden of detecting the condition at the very 
outset and offering the first aid measures. In order 
to perform this satisfactorily, he should be conscious 
of what is to be avoided in the line of treatment before 
the diagnosis is definitely made. On the specialists 
lies the responsibility of confirming the diagnosis and 
planning the correct line of treatment under the existing 
conditions and circumstances. It would be impossible 
to deal with all the aspects of the different conditions, 
as the subject covers the whole practice of cbstetrics 
and gynecology. I have chosen to indicate only the 
recent alterations in the management of the various 


emergencies. 
GYNAECOLOGICAL EMERGENCIES 


Fortunately gynecological emergencies are few. 
These can be classified into the following groups: 


(a) profuse external or internal haemorrhages, 

(b) acute abdomen produced by severe lower 
abdominal pain, 

(c) acute retention of urine, and 

(d) large bowel obstruction. 


Sometimes symptoms of acute uremia and acute upper 
intestinal obstruction may be encountered in late cases 
of carcinoma of the cervix and body respectively. The 
treatment in these cases is directed towards the relief 
of these complicating symptoms. The primary gynzco- 
logical lesions do not require immediate attention. 


Severe external vaginal bleeding may arise from 
a fall, street accident or an attempted coitus. Trau- 
matic lesions of the perineum and the vulva usually 
require immediate suture. If the parts are heavily 
infected the wound may be allowed to granulate and 
dressed daily with sulphathiazole or penicillin ointment. 
No attempt should be made to undertake a_ plastic 
operation for a few months. Lacerations of the vagina 
as a result of an attempted coitus may be extensive. 
In the K. E. M. Hospital I had 4 cases, in 2 of which 
the tear extended along the whole length of the right 
lateral wall of the vagina and in the other two it was 
in the posterior fornix. In one of these latter cases 
the peritoneum (Douglas’ pouch) was opened. In 
this, peritoneum was sutured, while in all other cases 
no attempt was made to suture the vagina. An anti- 


* Paper read at the XXVII All-India Medical Conference, 
Sholapur, in December, 1950. 
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septic vaginal gauze was left for twentyfour hours in 
order to prevent hemorrhage and daily douching was 
carried out subsequently for over a month. One of 
the patients with the lateral tear conceived within six 
months of the accident and had a normal delivery, but 
in such cases there is always a danger of the scar giving 
way during labour. 


A sudden excessive bleeding per vagina may come 
from an ulceration of a pedunculated fibroid, erosion 
of a big blood vessel and bleeding from a cervical or 
corporal carcinoma. Occasionally the menstrual 
bleeding may be so excessive as to require urgent 
attention of the practising physician. Menorrhagia 
or polymenorrhcea produced by organic lesions like 
fibroid, chronic subinvolution, endometriosis can 
be treated temporarily by ergot (oral and paren- 
teral) along with calcium, and vitamin K and C, co- 
agulen (Ciba), Congo red, testosterone (parandren— 
Ciba) injections, and blood transfusions if the patient 
is anemic and has profuse bleeding. Once the crisis 
of bleeding is over the necessary operative or radia- 
tional treatment should be instituted without delay. 
Under no circumstances should the time be wasted in 
treating symptomatically anemia and other symptoms 
progressing organic lesion has been left un- 
attended. 


The real problem is the case of puberty hemor- 
rhage in young unmarried girls, or hemorrhage in 
a multiparous patient in whom hormone therapy has 
failed and the acute hemorrhage has recurred. Neither 
radical operative nor simple local measures can be 
carried out in unmarried girls and one has to be satis- 
fied with repeated transfusions and dilatation and 
curettage. The latter can be done repeatedly in a 
married patient. Hormone therapy is singularly use- 
less in the majority of cases. Clinesterol in very large 
doses by injection during the bleeding phase has been 
claimed to bring the hemorrhage under control. 
Pituitary leutinising hormones can then be given in 
order to secure ovulatory menstrual cycles. The addi- 
tional medical treatment found useful as an adjuvant 
is antimenorrhagic glanules derived from liver (Arm- 
our Laboratories), vitamin B complex, small doses of 
thyroid, calcium, vitamin C and K. After the age of 
40, in multiparous women, such repeated bouts of 
haemorrhage can be best treated by vaginal hysterec- 
tomy. Hormone treatment at this age is unnecessary 
and useless. In a patient approaching menopause I 
prefer radium therapy after thoroughly curetting the 
uterus. But in patients past menopause, I prefer the 
removal of the uterus per abdomen for fear of missing 
a cancer of the uterine body, ovary, etc. 


The fungating or ulcerating pedunculated fibroid 
bleeding profusely demands immediate (vaginal) re- 
moval. General measures like blood transfusion, intra- 
venous liver extract, B complex, and iron, etc., should 
also be instituted at the same time to improve the gene- 
ral condition. Occasionally the bleeding from cervical 
cancers is so profuse that in addition to blood trans- 
fusion local application of tincture ferri perchlor., 
application of gelfoam gauze with pressure with vaginal 
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plugging may be helpful. Such an emergency has to 
tackled by coagulating cautery. The same measures 
will have to be used as emergency measures when 
bleeding occurs from cauterised erosion within ten 
days after cauterisation. Recauterisation of the bleeding 
spot will stop the bleeding immediately. Sometimes 
profuse bleeding may come from urethral caruncle, 
subacute inversion of the uterus, chorionepithelioma, 
certain benign and malignant tumours of the ovary. All 
of these require an operative treatment. 


The next important and serious emergency is 
internal hemorrhage. This may come from the rup- 
ture of an ectopic pregnancy, ovarian tumour or cyst, 
or corpus luteal hematoma, perforation of uterus, and 
torsion of a fibroid or hematosalpinx. In the presence 
of extra-uteriné tender movable swelling, without anv 
local or general rise of temperature and complete 
absence of rigidity of the abdomen, one should not 
hesitate to open the abdomen. By this alone one will 
not miss an ectopic or other equally serious conditions 
mentioned above. With the slightest suspicion of 
ectopic gestation do not give intravenously any resto- 
rative measures as glucose saline, gum acacia, plasma 
or blood transfusion, before opening the abdomen 
although blood transfusion may be started as soon as 
the blood vessels have been secured. There is no need 
for removing the ovary along with the tube. The 
operation should include plicating the round ligament 
so as to leave the uterus in anteverted position. Any 
additional surgery like removal of appendix, etc. should 
as far as possible be avoided during this emergency 
operation. 

Another emergency problem is acute abdominal 
pain of pelvic origin. This may be simple like spasm- 
odic dysmenorrhcea in a young unmarried girl and the 
usual antispasmodic and antiallergic drugs may be 
beneficial. The psychological factor which a family 
physician is in a better position to appreciate should not 
be ignore! and proper advice given. Other causes 
for acute p in in abdomen are, an ectopic gestation, 
torsion of 1 ovarian cyst, bleeding in endometriotic 
cyst, dysme iorrheea and perforation of a blind cornu, 
and the onset of an attack of acute salpingo-oophoritis. 


Tt will be evident that all these acute abdominal 
conditions require immediate operation except an acute 
salpingo-oophoritis which can be best treated with 
sulphonamides, penicillin and streptomycin. If, how- 
ever, during the course of treatment pelvic abscess 
forms, immediate drainage through the posterior fornix 
is indicated. 

I must mention here a peculiar case of acute abdo- 
men encountered by me in the Bombay Hospital. The 

tient was referred from surgical side for acute pain 
in the right half of the hypogastric region with history 
of regular periods. On vaginal examination, a tender 
tense mass was felt attached to the right. side of the 
uterus and a diagnosis of (?) a twisted pedunculated 
fibroid was made. On opening the abdomen the rup- 
ture of hematometra of one-half of a double uterus 
was found. Microscopic examination of the excised 
portion of the uterus failed to show any evidence of 
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chorionic elements or endometriosis and the lining of 
the cavity was of normal proliferating endometrium 
without any decidual reaction. Hzmatocolpos cases 
may come as acute abdomen and a simple measure like 
incising the hymen or the septum in order to drain the 
hxmatocolpos fluid is sufficient. More difficult cases 
are those in which there is hematocolpos in connection 
with one side of uterus didelphys and the patient is 
menstruating regularly every month from the other side. 
This occurred in one of my cases. She was brought in 
with acute pain in the lower abdomen and a cystic 
swelling in the hypogastrium which encroached on the 
vagina. On putting a thick-bore needle through the 
right lateral wall chocolate coloured hamatocolpos fluid 
was seen to come out. The intermediate wall of the 
hematocolpos was excised. The patient had painless 
menstruation subsequently, and became pregnant in 
the uterus which was exposed, and gave birth to a 
normal child. 


The torsion of ovarian cyst requires immediate 
operation; every hour lost after diagnosis makes the 
operation more and more difficult. Adhesions formed 
with the omentum and the intestine and the peritoneal 
irritation and inflammation produce the rise of tem- 
perature and then one is tempted to postpone the 
operation. But postponement does not help in any way. 
An ovarian abscess which is seen to develop in 
the corpus luteum, particularly during the first few 
menstrual periods following an abortion or full-term 
labour may not produce any systemic reaction and the 
case may be misdiagnosed as ectopic pregnancy or 
ovarian torsion. Simple mopping out of the pus and 
instillation of penicillin into the lower peritoneal cavity 
without drainage are often sufficient. 


Acute abdomen may also be produced by onset of,. 
an attack of acute salpingo-oophoritis. It is most’ 
essential to diagnose it early so as to decide the proper 
line of treatment. When the pain is more on the right | 
side it has to be differentiated from acute appendicitis 
which requires immediate operation if diagnosed within 
24 hours of the attack, and from ectopic gestation, 
twisted cyst etc., which may also indicate early inter- 
ference. Conservative non-operative treatment of acute 
salpingo-oophoritis is still the method of choice. 
Sulphonamide, penicillin, streptomycin and short-wave 
therapy are all useful. 


Attacks of pyelitis with acute pain in the abdomen 
radiating into the pelvis are quite common in the female. 
Sudden high fever with rigor and the urinary findings 
may be helpful for diagnosis. Early treatment with 
sulpha drugs and a full course of streptomycin may be 
helpful in getting over the attack. Ureteral catheteri- 
zation is now rarely indicated. 


Another emergency in a nonpregnant woman is 
acute retention of urine coinciding with menstrual 
period. This may be produced by a retroverted uterus 
with fibroid on its posterior wall, an impacted fibroid 
or cyst, acute gonorrhceal urethral infection, hamato- 
cele or hamatocolpos. Retention of urine is sometimes 
of hysterical origin and a diagnosis can only be made 
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EMERGENCIES IN OBSTETRICS AND GYNAZCOLOGY 


after excluding the above mentioned conditions. In a 
woman with pregnancy advanced upto 3 months the 
retention of urine is quite frequently produced by re- 
troversion and retroflexion of the pregnant uterus. . In 
all cases the acute retention has to be relieved by passing 
a catheter and then proper treatment instituted depend- 
ing on the cause. 

Acute large bowel obstruction may be produced by 
acute parametritis spreading posteriorly along both the 
uterosacral ligaments, acute pelvic abscess, impacted 
tumour in the pelvis or cancerous infiltration of utero- 
sacral.Jigaments. If a flatus tube or big size catheter 
can be introduced beyond the obstruction, it should be 
passed and repeated doses of carbachol or moryl or an 
injection of pituitrin may be used till the other drugs 
are available. Before the paralytic symptoms develop 
a life-saving colostomy should be carried out but some- 
how this operation is never thought of even though it 


is a comparatively easy procedure. 
EMERGENCIES IN OBSTETRICS 


The whole practice of obstetrics is really emer- 
cy practice and one begins to wonder what to choo: 

or discussion. But whatever type of emergency one 
has to deal with, one should have a calm and balanced 
mind, and should deal with the emergency with intelli- 
gence and patience. The selection of proper line of 
therapy, the avoidance of hesitancy in carrying out the 
procedure, once it is decided upon to undertake it and 
extreme gentleness in the procedure with as few mani- 
pulations and tissue injury as possible, are the pre- 
requisites which decide the success in the art of 
obstetrics. 


During early pregnancy, emergency may arise from 
acute retention of urine resulting from retroverted 
pregnant uterus during the first to third months of 
pregnancy. Before the uterus is brought in position, 
unruptured ectopic or hamatocele must be first exclud- 
ed otherwise severe internal hemorrhage may be started 


_ by the necessary manipulation. In the presence of 

external hemorrhage associated with threatened abor- 
tion, no rough manipulation should be undertaken, 
reliance being kept on postural treatment with knee- 
chest position. 


Dextroflexion of the uterus may be wrongly diag- 
nosed as ectopic pregnancy and no abdominal operation 
should be undertaken before excluding this condition. 


The treatment of threaterted abortion has changed 
considerably in recent years. Instead of progesterone, 
cestrin is used in large doses. I use two tablets of 
ethenyl cestradiol (estinyl or etycyclin) two hourly till 
the bleeding stops. The results are far better and one 
need not worry of abortion being induced. In addition 
to this treatment calcibronat injections, and vitamin E 
capsules may be given. In habitual abortion prophy- 
lactic treatment with thyroid, vitamin E, B complex 
and cestrin may be started as soon as the patient gets 
pregnant and thus an abortion can be avoided. 


Excessive bleeding of inevitable abortion or vesi- 
cular mole may be treated by injection of pituitrin and 
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ergot by mouth and natufal expulsion of products of 
conception awaited. As far as possible digital ex- 
ploration and digital removal is effected. The use of a 
sharp or even flushing curette should be avoided. 


Slight bleeding during the early months of preg- 
nancy may be due to threatened abortion, ectopic preg- 
nancy, normal menstruation, vesicular mole, or preg- 
nancy complicated by polypi, cancer cervix, fibroid 
polyp of the cervix etc. It must be kept in mind that 
cases of placenta previa have a tendency to get bouts 
of hemorrhages in the very early months of pregnancy 
and such cases may be diagnosed and treated success- 
fully for threatened abortion only to prepare them for 
the grave problem of placenta previa at later stages 
in pregnancy. Hence one begins to doubt the validity 
of conservative therapy in such cases in early months 
of pregnancy. 

The perforating mole may be an emergency very 
difficult to diagnose and manage. The patient may be 
brought in a collapsed condition and the abdominal 
palpation becomes difficult because of the abdominal 
rigidity. The differentiation from accidental hzemor- 
rhage is really a problem when the uterus has grown 
to the size of 6-7 months’ pregnancy by collection of 
blood clots as it occurred in one of the cases admitted 
as an emergency in K. E. M. Hospital. The patient 
had amenorrhcea of 5 months and the uterus was of 
the size of 8 months’ pregnancy. X-ray failed to reveal 
foetal shadows. The patient was admitted in a collapsed 
condition with low pulse and urine not excreted for 12 
hours. Immediate exploration revealed a perforating 
mole at the fundus with small amount of free blood in 
the peritoneal cavity. Hurried subtotal hysterectomy 
saved the patient. 


The Friedman’s test on the C. S. F. may be help- 
ful in knowing preoperatively whether the mole is 
benign or malignant so that if the test is found positive 
abdominal approach may be resorted to. 


Sudden increase in the size of the abdomen causing 
distressing symptoms may be produced in early months 
of pregnancy by intraperitoneal bleeding from a rup- 
tured ectopic, in middle trimester of pregnancy by vesi- 
cular mole producing severe intrauterine bleeding and 
acute hydramnios and in late months by accidental 
hemorrhage. All of them indicate immediate action. 
All of them indicate abdominal section except in cases 
of acute hydramnios in which the distressing symptoms 
may be immediately relieved by rupturing the mem- 
branes and gradually draining the liquor amnii. The 
combined type of accidental hemorrhage is best treated 
by rupture of membranes and fractional doses of pitocin 
\4c.c. every 20 minutes till labour starts. In severe 
cases of accidental hemorrhage abdominal operation 
seems to be the best line of treatment for the present 
and the restorative measures like immediate blood trans- 
fusion etc., make such procedure the safest means of 
saving the mother from this most dreadful complication. 
I am in favour of doing hysterectomy instead of hys- 
terotomy in such severe cases as there is always the 

ssibility of excessive postoperative hxmorrhage 
ollowing the abdominal hysterotomy. Moreover this 


— 
‘ 
4 
i» 
| 
— 
\ \ \ 


complication is noticed in multiparas so that the removal 
of the uterus appears to be the best procedure in this 
emergency. 

The treatment of another emergency of antepartum 
hemorrhage, namely, placenta previa has much 
changed. There is more and more tendency to advocate 
conservative and expectant line of treatment in well- 
equipped institutions for milder types of haemorrhage. 
Severe hemorrhage from central placenta previa is best 
treated with abdominal cesarean section while for the 
other varieties, either simple rupture of membranes or 
external version and pulling down the legs after giving 
a fair trial to expectant line of treatment seem to be the 
methods of choice. But in all cases the help of imme- 
diate and even repeated blood transfusion is absolutely 
essential. 

Eclampsia, the emergency most dreaded by all 
obstetricians, is now treated by the conservative 
method. No operative interference is indicated and 
the case requires the medical management rather than 
a surgical one. The patient is sedated with pethidine, 
dial or paraldehyde and nervous irritability is reduced 
by magnesium sulphate, calcium and lowering the 
blood pressure. If the strongly contracting uterus is 
responsible for further peripheral stimulation, a simple 
measure like rupture of membranes is carried out. 
With the head on the perineum low forceps may be 
applied to shorten the 2nd stage of labour. The con- 
servative method has reduced the mortality in the 
mother. There is no need for cesarean section or 
high forceps after forcible dilatation of cervix. In fact 
these procedures are to be condemned. 


The torsion of an ovarian cyst or pedunculated 
fibroid may occur during pregnancy especially after 
the third month onwards and an immediate operation 
is indicated. A further complication of this condition 
is the torsion of the whole uterus along with the 
tumour. I had a case like this in my private hospital. 
The patient had a big fibroid of the size of a papaya 
on the posterior wall of the uterus. The patient was 
nearing term and there was also cephalopelvic dis- 
proportion with floating head. She suddenly started 
acute pain in the abdomen and vaginal bleeding. 
The abdomen was immediately opened and the torsion 
of the uterus along with the fibroid was noticed. 
There was one complete twist. The living child was 
removed by cxsarean section, and a subtotal hysterec- 
tomy was done. 


There has been little change in the managercent 
of emergencies in the first and second stages of labour. 
I may make a reference to a few of them. First of all 
I would like to stress the fact that early interference 
and unnecessary manipulations and procedures during 
labour should as far as possible be avoided. This 
applies particularly to early manual rotation of head 
in occipito-posterior position, and to forceps appli- 
cations. In the interest of the mother no forceps 
application should be carried out till the level of the 
anterior shoulder has come within an inch from the 
top of the symphysis pubis as detected by external 
abdominal palpation. This reduces the incidence of 
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failed forceps to a minimum and complete perineal 
tear, bad laceration of the cervix, rectovaginal and 
vesicovaginal fistule can be avoided. Contraction 
ring, spastic cervix, cervical rigidity begin to get more 
and more frequent in one’s practice as one develops 
patience, and masterly observant inactivity and con- 
fidence in the obstetric art. 


In heavily infected and manipulated cases where 
vaginal delivery is not possible extraperitoneal czsa- 
rean section is indicated. I have not found this opera- 
tion of much advantage. With the help of sulpho- 
namide, penicillin and streptomycin the transperito- 
neal lower segment caesarean section appears to be an 
equally safe procedure in this emergency. 


Post-partum hemorrhage continues to occur in- 
spite of better antenatal supervision and proper 
management of patients in labour. Rightly the intra- 
uterine irrigation has been replaced completely by 
intravenous ergometrine or intramuscular injections 
of neogynergen or methergin. The loss of tone of 
uterine muscle should be avoided by preventing the 
occurrence of exhaustion and infection during the Ist 
and 2nd stages of labour. The liberal use of glucose 
saline and penicillin in cases of protracted labour are 
useful prophylactic measures against these compli- 
cations. 


The management of puerperal emergencies has 
not much changed and in fact their occurrence has been 
considerably reduced by antibiotic drugs. Mention 
must, however, be made of the complication resulting 
from the ravages of anzrobic streptococcal infections 
which are unaffected by these drugs. The thromho- 
phlebitis of the pelvic veins and white leg are still 
seen, and no amount of antibiotics shorten the duta- 
tion of the disease. The acute pain in the lower ex- 
tremities have often produced drug habits by their 
repeated use. I have found that paravertebral sym- 
pathetic block on the side of the white leg done by the. 
injection of about 30 to 40 c.c. of 2 per cent movocain 
gives immediate relief from pain owing to the removal 
of spasm of the vessels of the extremities. The tem- 
perature drops to the normal and the patient gets 
sleep without the help of analgesia. The use of anti- 
coagulant like temparin may prevent further spread 
of the disease. In fact it may be used as a prophy- 
lactic measure where such a complication is expected. 


I have hurriedly dealt with some of the common 
obstetric emergencies but I would once more stress 
the point that the action of the uterus depends greatly 
on the nervous temperament of the woman in labour. 
The obstetrician should develop such firm and 
confident frame of mind that when faced with any 
sort of emergency he or she will be in a position to 
deal with it without the patient being discouraged in 
any way. This is especially so in cases of postpartum 
hemorrhage when the patient is conscious and is 
watching anxiously what is happening around her. By 
this alone full co-operation of the patient can be ob- 
tained and both the obstetrician and the patient mutually 
benefited. 
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in controlling weight gain during pregnancy.” 


Coopersmith, B.1.1 Dexedrine and Weight Contro! in Pregnancy, Am. J. Obst. & Gynec. (Oct.) 1949 


Coopersmith reports the pe use of ‘Dexedrine’ Tablets-for 
weight control in a series of 100 obstetric patients. Because 
‘Dexedrine’ curbed appetite and thus enabled these patients to follow 
their prescribed diets, control or reduction of weight was ~~ 
achieved in virtually all cases. It is noteworthy that other — 
methods, including the use of thyroid, had previously failed to prevent . . 
excessive weight gain in these same individuals. 
“Thyroid,” Coopersmith states, 
“increases the appetite . . . and is 
toxic in many cases.” ‘Dexedrine’ 
Tablets are, the report concludes, 
“a safe and effective drug to use 
in controlling weight pee 
during pregnancy.” 


» TABLETS ° 


RENCH INTERNATIONAL Philadelphia, U.S.Az 
(Incorporated in U.S.A. with Limited Liability} 


Sole ImporterstIn India’: ¥PHARMED LTD., ‘PHARMED HOUSE’, 141, Fort Street, Bombay 1. 


Madras—16, Broadway, G.T., 
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Brand of 


THIACETAZONE 


in the treatment of 


Tuberculosis and Leprosy 


€ Thiacetazone (p-Acetylaminobenzalde- _larynx, intestine and lower genito-urinary 
: hyde thiosemicarbazone) has been used tract. It has been found to be of value 
:  @xtensively in Europe for the treatment with or without calciferol, in the treat- 
j — of tuberculosis, and is reported to have _ ment of skin lesions. 
given favourable results in early exudative Recent clinical trials suggest that Thiacet- 
and haematogenous pulmonary tuber- azone may prove to be an effective 
‘culosis. Clinical reports indicate that it has agent in the treatment of Leprosy, and 
8 rapid effect on mucosal lesions of the is therefore worth further~investigation. 


as tables of 25 me. in botles of 50, 250 and 1000 _ 


foams Dogs ladle, supplies of this drug will 
be made only to Tuberculosis Specialists, Leprologists and Hospitals, until 

J ‘casults of further trials now beina carried out are known.) 
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TREATMENT SERIES 


MANAGEMENT OF BLADDER NECK OBSTRUCTIONS* 
ASITA LAL SOM, m.B., M.s. (CAL.), F.R.C.S. (EDIN.). 


Visiting Surgeon, N. R. Sarkar (Campbell) Hospital, 
Calcutta. 


Bladder neck obstruction is a common genito-uri- 
nary condition met with in general practice. By 
bladder neck obstruction is implied a condition, which 
is either acute or chronic and entails a difficulty in 
urination caused by some obstruction at or gear the 
neck of the bladder. Although bladder neck obstruc- 
tion literally means dysectasia or failure of the bladder 
neck to open, the syndrome may be due to one of 
various causes—congenital, traumatic, inflammatory, 
neoplastic, neurogenic and functional. Some of - 
common pathological conditions leading to bladder n 
syndrome are discussed. 


These are :— 

(1) Pathological changes in the prostate—e.g., 
senile enlargement, carcinoma, fibrous prostate, pros- 
tatic abscess and calculus. Of these, senile enlargement 
is commonest. 

(2) Hyperplasia of the para-urethral and subcer- 
vical glands around the bladder neck or prostatic 
urethra leading to glandular type of median obs- 
truction. 

(3) Hypertrophy of the detrusor muscle of Bell— 
the muscular form of median bar obstruction. 

(4) Vesical neoplasms or stone obstructing the 
internal urinary meatus. 

(5) Fibrous contracture of the bladder neck 
(Marion’s disease) or true bladder neck obstruction. 

It should be emphasised that while examining these 
cases, one should consider the existence of more than 
one of the etiological factors in the same patient. A 
patient with a stricture urethra may have an enlarged 
prostate. A case of enlarged prostate may have a 
spinal cord disease. 


The following table shows the type of cases leading 
to bladder meck obstruction syndrome treated by the 
author :— 


Taste 1 


1. Senile Enlargement 28 
2. Fibrous Prostate 4 3 
3. Cancer Prostate e 5 
4. Median Bar Obstruction .. 3 
5. Prostate Calculus 
6. Stone Bladder 34m 
7. Villous Papilloma 
8. Prostatic Abscess jug 

. 4 


Total 


How to Dracnose a Case? 


Careful history, thorough clinical and special inves- 
tigations may be required to arrive at a diagnosis. Im- 
portance of each of them cannot be too strongly em- 
phasised. 

Age—Certain types of obstructions are frequent 
in certain age groups. Congenital defects are found 
in infants and children. In adults and the middle aged, 
obstructions are not often due to bladder neck defects. 
They are more often due to stricture of the urethra. 
In women of this age, the cause is often trauma of 
child birth and injuries to the genital supports. The 
common type of obstruction of the advanced age is 
that due to prostatic pathology, of which senile en- 
largement is common after the age of 55. Malignant 
or fibrous prostate may occur earlier. 


If a careful history is taken it will be found that 
other urinary complaints precede an acute or chronic 
obstruction syndrome. These are: 


Frequency—This is usually a manifestation of 
trigonitis, cystitis, chronic ulcer etc. Frequency is an 
early symptom of senile enlarged prostate also, It is 
first nocturnal then both diurnal and nocturnal. In 
malignant prostate dysuria is often more distressing 
then frequency. 


Urgency—This is caused by irritability of the 
bladder neck and is common in vesical calculus, cystitis 
or trigonitis. In enlarged prostate the urgency may 
be due to trigonitis or to stretching of the internal 
sphincter. 

Dysuria—In senile enlargement, dysuria is present 
in all stages of micturition—dysuria at the onset; 
dysuria during urination, the stream has volume but 
little power; dysuria at the end of micturition, mani- 
fested by dribbling at the end. The more such a 
patient strains, less he passes, whereas, in stricture 
urethra, the amount passed is proportionate to the 
effort. In vesical calculus—the dysuria is of sudden 
onset, usually at the end of micturition, when the stone 
obstructs the internal urinary meatus. 


Absence or diminished desire to micturate is com- 
mon in spinal cord disease. 


Hematuria—Painless hematuria is usually a 
characteristic symptom of new growth in the kidney, 
renal pelvis or bladder. The commonest growth is 
the papilloma, but this symptom is by no means found 
in this condition alone. Painless hematuria is not 
uncommon in tubercular kidneys. Haematuria with or 
without pain is noticed in inflammatory conditions and 
calculous disease. Spontaneous hematuria may be 
present in the bladder neck obstruction due to enlarged 
prostate. This hematuria may lead to clot retention. 
Hematuria was present in 16-6 per cent of cases of 
senile enlargement of prostate admitted in my umit. 
It should be mentioned here that in bladder neck obs- 
truction due to carcinoma of the prostate, there is 
seldom a history of hematuria. 
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Pain—Local pain in the hypogastrium and that 
referred to the tip of the penis may precede an obstruc- 
tion syndrome. Pain on movement and pain at the 
end of micturition are common in stone bladder. Hy- 
pogastric pain may be felt in cystitis, trigonitis and, 
owing to distension of the bladder, in retention of urine. 
Sciatic pain is not uncommon in malignant prostate. 
One case of cancer prostate was admitted to my ward 
for sciatica. Pain is conspicuously absent in the un- 
complicated senile enlargement. 


Constitutional manifestations—General or consti- 
tutional symptoms, e.g., headache, anorexia, flatulence, 
insomnia, loss of weight, pallor, and tachycardia should 
be looked for. These may be the early indications of 
an incipient renal failure. 

Retention of urine—Either acute or chronic urinary 
retention is the commonest complaint for which the 
help of the medical attendant is required. Almost 
three-fourths of all cases of prostatic disease admitted 
to my ward came in with retention of urine. All were 
acute retentions except two cases where the retention 
was chronic. Acute retention is a distressing and pain- 
ful condition. In chronic retention the patient is un- 
ware of the distended bladder. His chief complaint 
is dribbling of urine due to overflow incontinence. 


Clinical and special investigations which are of 

t help in the management of the case should always 

done in patients with partial or the chronic retention, 

but in presence of acute retention these should be 
deferred till after the emergency has been relieved. 


GENERAL EXAMINATION 


Careful note is taken of the complexion, tongue, 
pulse, puffiness of face, oedema, blood pressure, and the 
condition of the heart and lungs. 


Abdominal examination is done in order to detect 
fullness of the bladder, renal tenderness or enlargement 
of the kidneys. 


Rectal examination holds an important place in the 
examination of a case of urinary obstruction. The 
patient is made to lie on his back with thighs well 
separated. In senile hypertrophy the prostate is uni- 
formly enlarged, firm and elastic, the rectal mucosa is 


. free and the lateral and median grooves are usually 


well-defined. Firmer nodular prostate may be due 
to fibrosis, stones or malignancy. Obliteration of the 
lateral sulci, with lateral induration and fixed muzosa 
is strongly suggestive of malignancy. Bimanual pal- 
pation, after urine is passed, may be useful for rough 
estimation of the quantity of residual urine. 


Inspection of the act of micturition is important in 
order to assess the type of dysuria. 


Urethral instrumentation—Soft catheter or bougie 
should be passed after proper aseptic ritual and lubri- 
cation, Simultaneous urethral instrumentation and 
rectal examination may be helpful to diagnose median 
bar hypertrophy or cancer prostate. 


— 


SOM 


VOL. XX, NO, 12 
SEPTEMBER, 1951 


Examination of the urine, not only naked eye but 
also microscopical and chemical, is important. Esti- 
mation of the specific gravity is essential. Cloudy urine 
denotes infection. € presence of albumin without 
pus cells indicates renal damage. 


Examination of the central nervous system deserves 
special mention, particularly knee jerks and pupillary 
reflexes. This is more so, should there be any suspi- 
cion of tabes dorsalis. 


SpEcIAL INVESTIGATIONS 


X-Ray—Flat x-ray of the bladder and prostate 
excludes calculus formation. Skiagram of pelvic bones 
and lower spine may be taken, if there is any suspicion 
of malignancy. 

Cystoscopy—This is of great help in the diagnosis 
of the chronic bladder neck obstruction. It shows the 
amount of intravesical projection in enlarged prostates 
and it is essential for the diagnosis of the middle lobe 
enlargement or median bar obstruction. Cystoscopy 
shows changes even when rectal examination fails to 
reveal any enlargement. It is also helpful for detecting 
calculi and diverticula, should there be any. The 
degree and pattern of trabeculation and inflammation 
or ulceration of the mucosa are also studied. 


Cystography provides excellent information in the 
investigation of vesical diverticula, growth and enlarged 
prostate. 


Intravenous pyelography is also a valuable means 
of investigation of the bladder neck obstruction from 
the point of view of the estimation of renal function, 
diagnosis of the cause of obstruction and the amount 
of residual urine. 


Laboratory methods—The concentration of the 
blood urea and N.P.N. and the urea concentration and 
clearance tests are useful means of estimating renal 
efficiency. Blood urea alone is not a very accurate 
index of renal function owing to extra-renal influences. 


Estimation of acid phosphatase may be helpful in 
the diagnosis of prostatic carcinoma. Three Amann 
units is normal; between 3 and 10 is suggestive; a 
more than 10 units is diagnostic of carcinoma of the 
prostate. It should be mentioned, however, that in- 
crease of plasma acid phosphatase does not occur in all 
cases of prostatic malignancy. 

Complement fixation test with the cerebrospinal 
fluid should be done if there is any suspicion of para- 
syphilitic lesions. 

Electrocardiogram—Electrocardiographic exami- 


nation of the heart before prostatectomy has been re- 
commended by some surgeons when there is a suspicion 


of myocardial damage. 


MANAGEMENT oF BLADDER Neck Orgstructions 


The management of a case of bladder neck obs- 
truction will be discussed under two headings. 
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1. Acute bladder neck obstruction syndrome with 
retention of urine, either acute or chronic. 


2. Chronic bladder neck obstruction syndrome. 


Acute Retention of Urine: Conservative measures 
like morphine and atropine or pethidine, hot water 
bottles on the hypogastrium and hot hip bath should 
be tried in the first instance. When these measures 
fail, the question arises whether a catheter should be 
passed or a suprapubic cystostomy or puncture should 
be done. Although some modern urologists are 
against urethral instrumentation because of the upper 
urinary tract infection and catheter fever, majority in- 
cluding Winsbury White (1948) and Ritche (1951) 
are of the opinion that a_ stiff rubber catheter 
(“Marshall” or Tiemann’s catheter) or a gum elastic 
catheter should be tried under proper aseptic conditions. 
In the majority of the cases, the stiff rubber catheter 
will succeed. Bladder should be evacuated completely. 
Bladder is washed out with an antiseptic lotion, and a 
short course of sulphadiazine and alkali are given. 
The patient is allowed to drink a liberal amount of 
fluid. 


After the relief of the obstruction, normal micturi- 
tion may be restored but the patient shonld be referred 
to a specialist for the treatment of the underlying patho- 
logical condition. 


The metallic prostate catheter should not be passed. 
It is a dangerous weapon. Many patients are received 
in the hospital after metallic instrumentation with 
cystitis and hemorrhage. I try to relieve the acute 
retention with a number 9 or 10 rubber catheter. If 
this fails a high suprapubic cystostomy is done forth- 
with under local anesthesia. Instead of catheterisation 
a suprapubic puncture may be done by passing a needle 
downwards and backwards. 


Chronic retention of urine: The author would 
like to emphasise the fact that chronic retention is a 
much more serious condition due to back pressure on 
the kidneys. The retention in these cases, as already 
mentioned, is painless. The patients go on dribbling 
urine and often they themselves do not know the dura- 
tion of the retention. These cases must be sent to a 
hospital, or a surgical centre, where a high suprapubic 
water-tight stab puncture should be done after exposure 
of the bladder under local anesthesia. A self-retaining 
rubber catheter is introduced into the bladder. Slow 
decompression is continued for 24 to 48 hours. The 
decompression is controlled by inserting a bulldog clip 
in the outgoing rubber connection which drains the 
urine into a bottle. Sulphadiazine or preferably strep- 
tomycin is given to combat infection. 


Why is sudden decompression dangerous? Sudden 
relief of obstruction may lead to flooding of the renal 
veins—leading to hematuria and blockage of renal 
tubules. This may ultimately precipitate anuria, 
uremia and death, 


MANAGEMENT OF BLADDER NECK OBSTRUCTIONS 


It is an axiom that “when the arteries are poor, 
blood pressure is high and the specific gravity of urine 
is low—the bladder should be emptied slowly.” 


When retention has been relieved, and after the 
renal function improves and the vesical sepsis is under 
control, prostatectomy is done. 


Chronic Bladder Neck Obstruction: Enlarged 
prostate tops the list in this group. The figures in 
Table I also demonstrate this. Management of such 
cases is the managment of the underlying pathology. 
The important conditions are briefly discussed below. 


Senile prostatic enlargement, and obstruction and 
the indications of prostatectomy: Repeated acute re- 
tention, distressing nocturnal and diurnal frequency and 
incipient renal damage are the chief indications of pros- 
tatectomy. It must be emphasised that the important 
point in deciding the treatment is not the size of the 
prostate but the effects of the bladder neck obstruction 


caused by it. 


Amount of residual urine forms the rough guide 
for operating on a case of enlarged prostate. More 
than two ounces of residual urine is an indication of 
prostatectomy. Patients with extreme ill health with 
a large volume of residual urine, renal sepsis, poor 
renal function and toxemic myocardial failure who 
do not respond well to preliminary drainage are un- 
suitable for prostatectomy, until the conditions improve. 
Extreme age by itself is not a contraindication of pros- 
tatectomy. 


The two stage suprapubic prostatectomy is the 
operation of choice. It is the safest procedure in the 
hands of general surgeons. 


High suprapubic cystostomy is first done, after 
about three weeks—when the renal and the general 
conditions improve and the infection is at a minimum— 
prostatectomy is undertaken. There are five methods 
of prostatectomy: (1) Freyer’s suprapubic prostatec- 
tomy with or without modification of Thomson Walker 
(1948). (2) Harris’ operation—after enucleation of 
prostate as above, the trigone and the prostate urethra 
are reconstructed over an indwelling catheter and the 
bladder closed. (3) Transurethral resection admirably 
suited for median bar obstruction or fibrous prostate. 
(4) Young’s perineal prostatectomy. (5) Millin’s re- 
tropubic prostatectomy. 

The author prefers Freyer’s operation in two stages 
with excision of the mucosal tags and — a the 

sterior sector of vesicoprostatic rim. Two mattress 
stitches are inserted at the two corners of the resected 


segment. 

For fibrous tate and median bar obstruction 
resection of the dual obstructing bar or the posterior 
sector of the internal meatus is performed with fairly 
good results. I have no experience of Harris’s opera- 
tion or transurethral resection, 
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Taste 2—SHowING THE Types or OPERATION 


Type of cases 
1. Senile Enlargement 
(28) 


(ii) Millin retropubic 


2, Fibrous Prostate 


3. Cancer Prostate 
(5) 


Suprapubic cystostomy 


One stage prostatectomy 


Calculus 


(1) 
gun: Obstruction Suprapubic |cystostomy 


neck 


. Abscess 


7. View Papilloma Bladder Suprapubic ene, 
nec 


coagulation 


Suprapubic lithotomy 


(2) 
Stone (Impacted) 


Total 44 


Type of operation 


(i) Two stave modified Freyer .. 
(ii) One stage prostatectomy modified Freyer .. 6 


(i) One stage prostatectomy suprapubic 
(3), (ti) 2 stage operation; in 2nd stage resection post. 
quadrant of vesicoprostatic rim 


Suprapubic cystostomy & stilborstrol 


The adventure of Millin’s operation was undertaken without the help of special instruments. 


Suprapubic resection of of 


Millin’s approach retropubic drainage 
resection and diathermy 


Number Results 


2 
rage, 1 of uraemia and 


3 cured 
Died from haemorrhage 
Cured 
Cured 
All died within 18 months 


nwo 


1 Cured 
2 Relieved 


Relieved 
1 Cured 


Total 44 


Millin’s retropubic prostatectomy with low trans- 
verse incision is liked by many modern urologists. Of 
course it is ideally indicated in large prostates with 
good renal function and no renal sepsis. The bleeding 
is controlled under vision with dithermy. It requires 
a special set of instruments. With a limited experi- 
ence of this operation, the author is of opinion that it is 
a satisfactory operation with low mortality and short 
convalescence when cases are properly selected. 
Young’s perineal route is risky and may be compli- 
cated by rectal and urimary fistule. The healing of the 
bed of the prostate and the closure of suprapubic fistula 
occur in about six weeks. With the help of antibiotics 
and the modified Freyer’s technique or by Millin’s 
technique the convalescence is shorter. This is on an 
average four weeks in modified Freyer’s operation 
about 10 to 14 days after Millin’s one-stage operation. 
The mortality in two-stage Freyer’s operation in the 
author’s cases is 5 per cent but with one-stage the 
mortality is definitely higher. 


Role of testicular hormone and diathermy in senile 
enlargement of prostate—Male testicular hormone has 
no effect on benign enlargement. Androstin may im- 
prove the stream by increasing the bladder tone. Simi- 
larly, the deep x-ray has little effect on senile enlarge- 
ment—it may give temporary relief by relieving the 


congestion. 


Carinoma of the prostate—Treatment by cestro- 
gens is a good palliative in cancer of the prostate. It 


relieves the symptoms and occasionally inhibits the 
growth of metastasis. Quicker effects may be obtained 
if the obstructing tissue is resected by an endoscupe. 
Stilbeestrol is given orally starting from 1 mg. t.i.d., 
increasing to 5 mg. thrice daily on the fifth day. This 
drug is continued for several months. If the response 
is good the dose is gradually diminished and a main- 
tenance dose is continued indefinitely. Discontinuance 
of the treatment may give rise to recurrence of symp- 
toms and metastasis. 


The side-effects are enlargenient of the breasts, 
loss of erection of penis, and occasionally nausea and 
vomiting. If the latter symptom is troublesome 
diencesterol 1 mg. is given thrice a day. It must be 

mentioned that the constitutional disturbances caused 
by cestrogens do not constitute an indication suspending 
the treatment. Many patients have been known to 
live for 5 years or more in comfort with cestrogen 
therapy. The results of the operation of prostatectomy 
in malignant prostate is bad. 
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SPECIAL ARTICLE 
FOLIC ACID 
Its Clinical Aspects and its Interrelationship with Other 
Vitamins 


F. W. VAN KLAVERAN, pr.1nc (DARMSTADT), 


(Special Research Officer, Teddington Chemical 
Factory, Lid., Andheri, Bombay) 


Folic acid came into the picture in the year 1941 
when Mitchel, Snell and Williams concentrated a 
factor from spinach essential for the growth of strepto- 
coccus lactis. R. To this factor they gave the name 
folic acid, derived from the Latin Folium (leaf). 
Although the factor was found afterwards in non-leafy 
materials such as liver, kidney, beef and mushrooms, 
the name is still used today. 

Folic acid (pteroylglutamic acid) occurs naturally 
not only as a free vitamin but also in form of various 
complexes or conjugates. Several polyglutamates have 
been isolated, one polyglutamate from yeast and another 
from a filtrate obtained from an zxrobic fermentation 
of a diphtheriod type organism. The folic acid complex 
of yeast, also termed vitamin Bc conjugate, was identi- 
fied as pteroylhexaglutamylglutamic acid.’ Another 
naturally occurring complex, which is usually termed 
as fermentation folic acid or fermentation Lactobacillus 
casei factor, was shown to be a triglutamate (pteroyl- 
diglutamylglutamic acid). 

Another group of workers observed its activity as 
a growth factor for the metabolism of certain bacteria 
(Lactobacillus casei) so that it was also named “L. 
casei factor”. It is widely distributed in nature and 
can be synthesized by the bacterial flora of the mamma- 
lian intestine. Folic acid could also be isolated from 
liver and yeast and we know now that a whole group 
of related compounds of very similar nature exists, the 
members of which, have different names because they 
had been isolated at different places. 

Darby, Jones and Johnson? suggested that the un- 
known factors of the vitamin B-complex should be 
designated as vitamin M complex of which folic acid 
and its conjugates are various members. 

The isolation of folic acid led to its synthesis by 
Angier.® 


Its structural formula is as follows: 


439 


Folic acid is chemically N-4-(2-amino-4-hydroxy- 
6-pteridyl)-methyl-aminobenzoyl glutamic acid, com- 
monly called pteroyl-glutamic acid, often abbreviated : 
P.G.A. It is an orange-yellow coloured crystalline 
compound, and is quite stable. 


The mode of action of folic acid is not certain. 
Shortly after the isolation of folic acid it became clear 
that this vitamin is not the antianemic principle present 
in liver extracts, as completely colourless, active liver 
extracts have been obtained, which contained hardly 
any folic acid. Although folic acid has extrinsic factor 
activity, it is not identical with Castle’s extinsic factor 
as the latter requires normal gastric juice or hog 
stomach preparations for its absorption whereas the 
former acts already in the absence of these. One of 
the liver principles, vitamin B;2, was isolated only in 
1948. Nevertheless folic acid is an essential vitamin, 
particularly for haemopoiesis and also exercises several 
other important (physiological) functions, for instance : 


I. It stimuates the production of metalloporphy- 
rin cellular enzymes.‘ 


II. It retards the growth of neoplasms to a certain 
extent.® 

III. It promotes the gastro-intestinal absorption 
of vitamin A and E and of dextrose which is of primary 
importance in sprue patients.® 

IV. Accordng to Totter’, it catalyses the synthesis 
of the protoporphyrin group of the red blood, pigment 
from the amino acid glycin.” 


_  V. It stimulates gastric secretion, and increases 
its volume, as well as its acidity. 


30 years ago research workers were under the im- 
pression that each vitamin deficiency can be cured by 
one individual factor, thus B,; was the anti-beri-beri 
vitamin, Bz was believed to be the anti-pelldgra factor 
etc. However, it was soon observed that deficiency 
diseases were multipie in character and also that changes 
in the basic diet could precipitate the onset of avitamin- 
osis. Van Klaveren® observed in 1935 that, addition 
of high amounts of sugar could promptly accentuate 
signs of By avitaminosis in rats. Cases exist also in 
which, several vitamins participate in physiological or 
biochemical systems or are concerned in the develop- 
ment and maintenance of the same tissues. 


A few examples are illustrated below. 


In a series of interesting publications Elvehjem 
and co-workers reported that, in many instances an 
interrelationship between vitamins exists, and recent 
reports strongly indicate that the hematinics follow 
this general rule. 

The consensus of opinion today is that high doses 
of one vitamin may accentuate the outbreak of avita- 
minotic symptoms with respect to one or more other 
vitamins. Davidson and Girdwood®® demonstrated 
that, administration of 50 mgm. folic acid caused symp- 
toms of B-complex avitaminosis in-Addisonian perni- 
cious anemia, and sprue, and these were alleviated 
by additional administration of liver extract. They 
explained their findings by suggesting that, the liver 
principle increases the absorption of the vitamin B 
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complex, or that, it liberates them from an inactive state 
or from its storage in the liver. 

Magyar’s research on excretion of vitamins and 
on their effect on phosphorylation offers a very interest- 
ing explanation. He states that phosphorylation is 
essential for absorption and utilization of the B-com- 
plex vitamins and that their urinary excretion increased 
with higher and decreases with lower phosphorylation. 


He states furthermore that, continuous or heavy 
doses of any member of this group causes decreased 
excretion, as the mechanism of phosphorylation is ex- 
hausted, and that this exhaustion is responsible for the 
development of avitaminotic symptoms with respect to 
the other B-complex vitamins. Author explains in this 
way the aggravation of neurological symptoms during 
treatment of Addisonian pernicious anemia with folic 
acid.” 

A certain R.B.C. regeneration caused by thymine 
in cases of sprue and Addisonian pernicious anemia 
has been reported by Spies and coworkers. This 
compound is present in liver extract, but when 
administered alone, 15 gram daily are required in order 
to obtain a hemopoietic response which, however, is 
lower than that caused by 5-15 mgm. folic acid. 


The complex character of interrelationship of 
vitamins was strikingly demonstrated by Elvejem and 
Krehl'? who found that black tongue symptoms occur- 
red earlier in dogs on a diet deficient in nicotinic acid, 
when folic acid was present. These cases, however, 
responded better to nicotinic acid than those in which 
folic acid was absent, whereas severe cases of nicotinic 
acid deficiency did not respond to this vitamin but 
required folic acid. 

From this we may draw the conclusion that under 
certain circumstances folic acid may act in the same 
disease as a toxic or as a curative factor. 


A parallel is found in the irregular response of 
Addisonian pernicious anemia patients to folic acid, 
as this factor sometimes precipitates the onset of neuro- 
logical complication’® whereas in some others it appears 
to have a curative action..* The problem is further 
complicated by the interaction of vitamin C and folic 
acid, as a deficiency of vitamin C causes an anemia in 
monkeys, which in the early stage responds satisfactorily 
to this vitamin. In the chronic state however, the dis- 
turbance in the organism requires folic acid for the 
restoration of the blood condition. But another report 
states that the anemia, caused by folic acid deficiency 
in rats can be cured by vitamin C. The basic diet in 
this case contained sulphathaldine and sulphasuxidine.™® 


It has been stated above that neither folic acid nor 
its conjugates are identical with the liver factor but 
several instances of interaction of these vitamins exist. 
Folic acid occurs in nature mainly in the shape of its 
conjugates and Heinle et al, (loc. cit.), observed that 
these conjugates are excreted by Addisonian pernicious 
anzmia patients. The human organism requires free 
folic acid, and therefore this vitamin is utilised in- 
completely or not at all in this disease. 
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These workers observed also that, purified liver 
extract increased the urinary excretion of free folic 
acid derived from such conjugates, and concluded that 
the ‘conjugates (an enzyme which reduces folic acid 
conjugates to free pteroylglutamic acid) are missing in 
Addisonian pernicious anemia patients,!¢ 

Another possibility is that conjugase inhibitors 
such as thymonucleic acid are counteracted by the liver 
principle. However the prompt response of Addisonian 
pernicious anemia patients to vitamin By; indicates that 
this vitamin acts also directly upon the bone marrow. 


Later it was shown that folic acid conjugates have 
also a curative action in anemias, but as the human 
organism utilises only free folic acid it is evident that 
high doses of 50-60 mgs. are required because an appre- 
ciable part of the conjugate molecule consists of gluta- 
mic acid groups, which are in themselves inactive for 
hzemopoiesis.® 

Jacobson and Bishop"? recently published a paper 
in which they demonstrated that the hemopoietic res- 
ponse, caused by pure vitamin By, is lower than that 
caused by whole liver extract containing the same or 
comparable amounts of this factor. 


This is a very important confirmation of Subba- 
row’s'® multifactor theory, which was postulated 
15 years ago. According to Subbarow, liver extract 
contains : 

(a) a primary factor 

(b) several secondary or accessory factors which 
are in themselves inactive even in higher doses, but 
whose presence materially augment the activity of the 
primary substance. The accessory factors are a pte- 
ride, a purine, l-tyrosine which is an amino acid and a - 
polypeptide. 

Evidence was produced to show that the pteride 
was identical with xanthopterin. As xanthopterin is 
the natural precursor of folic acid, and as xanthopterin 
can induce hemopoiesis in monkeys on a diet deficient 
in pteroylglutamic acid, we have at least one theoretical 
explanation for Subbarow’s findings. Totter’? states 
that the monkey required also other factors for complete 
hzmopoiesis, it is thus evident that xanthopterin acts 
as an accessory factor only in this animal. 

Another indirect confirmation is found in Lecoq’s 
report 2° which mentions that xanthopterin, if combined 
with para-aminobenzoic acid, can replace folic acid for 
the utilisation of several amino acids in the organism. 
The primary factor of Subbarow is probably identical 
with vitamin B;2 which acts also as Castle’s extrinsic 
factor. This worker found that xanthopterin has no 
extrinsic factor activity’ but its structural relationship 
to folic acid, and Lecoq’s research explain its function 
as an accessory factor. 

The conflicting clinical reports regarding the irre- 
gular response of the spinal cord lesions to the adminis- 
tration of folic acid in Addisonian pernicious anemia 
finds its counterpart in Norris,?4 research on xanthop- 
terin in nutritional anemia in rats. 5 mgm. or less 
per kg. body weight improved the anemia whereas 
10 mgm. aggravated the symptoms of this deficiency 
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disease. Moreover, 5 mgm. administered to the normal 
group of experimental animals produced the anzmic 
condition. 

Subbarow did not mention folic acid as a possible 
accessory factor, as this vitamin was synthesised 
10 years after he had published his multifactor theory. 
But subsequent clinical experience shows that this pos- 
sibility is of more than theoretical importance. 


The fact that whole (total or crude) liver extracts 
have a higher efficacy in tropical macrocytic anemia 
than purified extracts** is in part due to its content of 
folic acid or its conjugates. 

Besides it has been shown that addition of small 
amounts of folic acid to liver extract (0-5-1 mg.) causes 
the same or higher response than 10-15 times the 
amount of folic acid when the latter is administered 
alone, particularly in cases which usually respond inade- 
quately to liver extracts or vitamin By, such as macro- 
cytic anemia of pregnancy**, *4, 25, 26, 27, 74. 

Lester Smith expressed doubts regarding the value 
of Subbarow’s theory and offered the explanation 
that the accessory factors have been contaminated with 
small amounts of vitamin B,2.2* He must have over- 
looked the fact that Subbarow had repeated his experi- 
ment with commercial tyrosine in which the presence 
of this vitamin is very unlikely. And he seemed not 
to be aware of C. Munk-Plums work in which it has 
been clearly shown by im vitro experiments, that tyro- 
sine increased the action of liver extract on bonemarrow 
of Addisonian pernicious anemia patients, though not 
on normal people, which shows beyond doubt that the 
tyrosine metabolism is disturbed in this disease.”® 
Hausmann administered tyrosine orally and found no 
activity as accesory factor.** As Subbarow adminis- 
tered this amino acid parenterally, we may draw the 
conclusion that its absorption is also disturbed in 
Addisonian pernicious anzmia. 


The metabolism of tyrosine is influenced by folic 
acid and by vitamin By» in so far as the former increases 
the urinary excretion of hydroxyphenols in Addisonian 
pernicious anemia patients, whereas the latter reduces 
same.3¢ 


Woodruff’s observations are interesting in this 
respect. This worker found that the deficiency of 
vitamin C in premature infants caused an anemia 
characterised by simultaneous hydroxyphenyluria and 
that administration of folic acid resulted in a reduction 
of hydroxyphenols.*® These two reports again demon- 
strate how folic acid can have entirely contrary effects, 
i.¢., increasing the amount of hydroxyphenols in one 
case and reducing them in another, so that we may 
tentatively express the opinion that the onset of neuro- 
logical symptoms in Addisonian pernicious anemia is 
not only caused by folic acid, but is due to additional 
complications which need not be present in all patients. 


It is also our opinion that the daily dose of 10-20 
mg. of folic acid is rather high and that due to this 
high dose the natural balance of vitamins may upset. 
Small doses of folic acid in combination with liver ex- 
tract have given satisfactory results in mumerous cases 
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in India**-**, Meyer reports that folic acid may be 
administered safely even to Addisonian pernicious 
anzmia patients, provided that liver extract is adminis- 
tered also** **- Therefore the practitioner who ex- 
periences that deficiency diseases are multiple in charac- 
ter, that the megaloblastic arrest of the bone marrow 
is due to a deficiency of folic acid, to a lack of vitamin 
Bye or to a deficiency of both ** and who wishes to 
avoid an imbalance of vitamins caused by administration 
of high doses of folic acid may find in the combined 
administration of folic acid and liver extract a useful 
remedy. 

Jukes in a personal communication to Darby? held 
the view that the maintenance dose of folic acid would 
be 0-1—0-2 mg. per day, and therefore suggested that 
curative doses may well be as much as 1 mg. daily. 
Suarez, Spies and Suarez™ also reported that they had 
maintained good remissions in sprue on daily doses of 
1 mg. Most workers however had to use doses of 10-20 
mg. folic acid when no other vitamin nor liver extract 
was administered simultaneously. This discrepancy in 
figures indicates that additional factors are required and 
definitely speaks in favour of the multifactor theory. 
It also confirms our view that combined administration 
of small doses of vitamins is to be preferred to that 
of high doses of an isolated factor. 


It is difficult to understand how** attacks against 
the combined treatment could be written by using the 
onset of neurological complications in Addisonian perni- 
cious anemia as an argument, for— - 

(a) Addisonian pernicious anemia is rarely ob- 
served in India. 

(b) Folic Acid causes neurological complications 
only in Addisonian pernicious anemia and not in other 
anzemias.** 


(c) Neurological complications have been observed 
unly after isolated administration of folic acid in high 
doses but never after combined administration. 


The above argument is therefore besides the point 
in three respects and consequently unique in scientific 
literature. 

Moreover the latest biochemical publications all 
prove beyond doubt that the organism requires folic 
acid as well as the liver principle(s) for its normal 
functions. 

Schaefer and co-workers studied the interaction 
of folic acid, vitamin Byz and choline in chicks, and 
observed that maximum growth could only be attained 
when both hemopoietic factors were present in adequate 
amounts. They demonstrated also that the hetenanlahin 
level was higher when both factors were present than 
when, only Bis, or folic acid was added to the basic 
diet.°6 They advise the use of vitamin By», folic acid 
and choline in the treatment of megaloblastic anemias. 


In a study on the effect of folic acid and vitamin 
Biz on enzyme systems, Williams and Elvehjem had 
come to the same conclusion namely that optimal gain 


present.** 


in weight can only be attained when both factors are 
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It was shown by Heinle, Welch and Pritchard that 
both factors, vitamin Bz and folic acid are essential 
for hematopoiesis in swine. 

Robert and co-workers’ experiments confirm these 
findings. They fed swine on vitamin-free casein 
and a diet rich in folic acid, which resulted in severe 
macrocytic anemia with megaloblastic arrest of the 
bone marrow. Folic acid has a curative effect in this 
condition but the addition of vitamin B,. was necessary 
in order to contplete the restoration of the hlood 
picture. The similarity of these results with those 
mentioned previously is striking. 

We see thus that May demonstrates that a defi- 
ciency in vitamin C can induce a state of avitaminosis 
which requires folic acid for its cure, whereas Elvehjem 
found that a nicotinic acid deficiency causes an anemia 
which requires also folic acid and now Roberts demon- 
strates that a folic acid deficiency may lead to such 
severe pathological changes that, vitamin B,2 is required 
additionally. 

One may object of course that the anzmias in man 
are not the true counterpart of the expefimentally in- 
duced anemias in animals. But a thorough analysis 
of the avitaminotic states shows many features of 
similarity between those experiments and the naturally 
occurring avitaminosis. Sulpha-drugs and folic acid 
antagonists were used in order to produce experi- 
mentally the anamias described above. Natural anti- 
vitamins exist also, such as a toxic factor in maize, 
which together with the nicin and tryptophane defi- 
ciency is an important factor in the etiology of pellsgra. 
Conjugase inhibitors, or the trypsin inhibitor from soy- 
beans may precipitate deficiency diseases in a similar 
way in which synthetic antivitamins act in animal 
‘experiments. 

Besides, it has to be considered that pathological 
changes in the intestinal flora (dysentery) may result 
in a state in which not only the vitamin synthesising 
bacteria are eliminated, but in which an actual competi- 
tion for certain vitamins exists between the host (man) 
and the invaders (bacteria). 

As in many sprue patients a previous history of 
dysentery has been established, this theory is of im- 
portance although, other complicating factors are cer- 
tainly responsible for this disease. In India, one of 
these complicating factors is the fact that the diet of 
the average man is deficient in proteins, either for 
reasons of ignorance, poverty or due to religious senti- 
ments. Vegetable proteins such as mung dhal contain 
only traces of methionine, the deficiency of which will 
prevent a proper utilisation of the other amino acids 
for their resynthesis into body-proteins, blood and 
enzyme formation." 


A considerable amount of work has been carried 
out in order to determine the therapeutic value of folic 
acid. Although it is not identical with the liver prin- 
ciple it is an essential viatmin and the fact, that the 
response to folic acid was satisfactory in several cases 
which were refractory to vitamin B,2°%* proves that it 
has a definite place in the therapy of several nutri- 
tional deficiencies, such as sprue, nutritional tropical 
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macrocytic afiemia and macrocytic anemia of 
pregnancy. 

Sprue—The bone marrow exhibits hyperplasis of 

the erythrocyte series with many meloblasts and’ hyper- 
motility of the gut is often observed. Histamine will 
produce gastric hydrochloric acid secretion in sprue. 
Absorption from the gastrointestinal tract is impaired. 
There may occur many instances of secondary defi- 
ciencies of fat soluble vitamins such as: night blindness 
due to lack of vitamin-A, the hypoprothrombinemia of 
vitamin K deficiency, and hypocalcemia, possibly in 
part due to vitamin D deficiency. 
_ _ The improvement after the treatment manifests 
itself by an increased sense of well being, disappearance 
of glossitis and evidence of increased hamopoiesis. The 
diarrheea ceases, but the stools may contain abnormally 
large quantities of fat for a longer period of time, a 
phenomenon reflected by the slow rise in fat soluble 
vitamins in the blood. 


The fact that vitamin M deficiency in monkeys 
caused sprue-like symptoms suggested the possibility 
that sprue in man might also be related to a lack of 
these vitamins. The following facts support this 
hypothesis : 

I. Many species of animals require at least one 
of the several closely related substances of this group 
in order to prevent an anemia. The deficiency syn- 
drome in the monkey is characterized by anemia, leuco- 
penia, diarrhcea, inconstant stomatitis, weight loss 
and death. 

II. A deficiency of a similar, if not identical factor 
had been demonstrated by Will’s*? to be the cause of 
tropical macrocytic anzmia. 

III. Wills et al,?* Wills and Evans*® and Napier* 
had differentiated this factor, which Day* considers 
identical with vitamin M, from the anti-pernicious' 
anzmia substance present in certain purified liver ex- 
tract. Langston et al,* confirmed this by experiments 
on monkeys, suffering from vitamin M deficienty. The 
problem requires however further research as Wills 
states that contrary to folic acid her factor is not ab- 
sorbed by activated charcoal. Woolley’s* growth factor, 
strepogenin has also antianemic properties under 
certain conditions. This factor is also found in fil- 
trates of charcoal absorption though its exact function 
in blood formation remains to be clarified. 

IV. Alterations in the gastrointestinal tract, 
manifested by diarrcea, oral lesions and decreased 
resistance to infection are outstanding features of vita- 
min M deficiency in the monkey. 

V. Vitamin M deficiency in monkeys responded 
very well to highly purified fermentation factor. This 
factor improved the blood picture and the gastrointes- 
tinal manifestations of the deficiency.** 

These considerations show that the similarity be- 
tween the vitamin M deficiency syndrome in the 
monkey and sprue in man is more than incidental and 
subsequent clinical experience produced the final proof. 

The introduction of folic acid has revolutionized 
the treatment of the sprue syndrome. Usually within 
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a week of starting treatment with 10 mg. folic acid 
daily by mouth, the stool becomes formed, abdominal 
distention is reduced, and a marked improvement in 
appetite and sense of well-being occur. Davidson stated 
that the dietetic restriction of fat formerly recommended 
need not be so strict. Plenty of protein is still advis- 
able. If the anemia is of the megaloblastic type, a 
rapid improvement in blood picture occurs. 

However the problem is not yet completely solved 
as Davidson*® demonstrated that some anemia cases 
are normoblastic, while others megaloblastic and asso- 
ciated with sprue syndrome appear to be refractory to 
folic acid and to parenterally administered liver extract. 
These responded to oral administration of proteolysed 
liver. This suggests the existence of a third factor or 
group of factors. Whether these are identical with 
the recently discovered vitamins, folinic acid® or vitamin 
B,,4™ remains to be seen. 

Manson et al,*™ describe the rapid and dramatic 
recovery of a long standing and serious case of tropical 
sprue, treated with folic acid. This disease had resisted 
the ordinary liver-therapy for 2 years. It is significant 
that only a minimal amount of folic acid was used (10 
tablets of 5 mgm. each). Similar results where 
obtained by Spies et al,“* who treated 26 patients with 
folic acid. 

These authors stress the point that patients have to 
observe a strict diet for a long time in which the amount 
of fat should be 25 gm. or less. If flatulence and 
diarrheea recur, carbohydrates may also be reduced. 
In general a high protein, and high vitamin diet is 

Pernicious Anemia—It is often referred to as 
Addisonian’s pernicious anemia as a result of the clini- 
cal description of the disease by Thomas Addison in 
1849. It is a disease characterized by a macrocytic 
anemia with hyperplastic megaloblastic bonemarrow, 
a histamine fast achlorhydria, glossitis, and frequently, 
neurological changes varying from peripheral neuritis 
to degenerative lesions in the spinal cord. 


The following table shows a comparison of symp- 
toms observed in sprue and pernicious anemia. 
Sprue Pernicious Aaemia 
Pronounced defects of ab- Pronounced defects of ab- 
sorption in the gut. sorption due to lack of 
Gastric acid usually present. intrinsic factor and possib- 
Often associated with poor ly of tyrosine. 
diet. No free gastric acid. 
Usually held to occur as Not usually related to poor 
celiac disease in infants. diet. 
Intrinsic gastric factor of Excessively rare _ before 
Castle may or may not be puberty. 
present. Intrinsic factor of Castle ab- 
Pigmentation of skin. sent from gastric contents. 
Depigmentation of hair. 
Davidson*® reviews the physiological, biological and 
clinical effects of folic acid and related compounds and 
offers a new concept of the pathogenesis of megalo- 
blastic blood formation in the different groups of 
megaloblastic anemia. He describes the therapeutic 
effects of folic acid in 85 patients with a variety of 
anemias with and without thrombopenia and leuko- 
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penia. It was found that hemopoietic response 
occurred only in patients with megaloblastic anemia, 
although improvement in alimentary symptoms 
and general health might occur in certain cases 
of sprue syndrome with a normoblastic bone marrow. 
This worker does not recommend folic acid for the 
treatment of Addisonian pernicious anemia because 
of the dangers of development of neurologic complica- 
tions. He recommends folic acid as the agent of choice 
in the treatment of the pernicious (megaloblastic) 
anemia of pregnancy, the pernicious anemia of infants 
and nutritional (tropical) megaloblastic anemia, and 
in those cases of sprue syndrome which fail to respond 
adequately to parenteral and oral liver therapy com- 
bined with suitable dietic measures. 


Spies et al, stated also that folic acid is as effec- 
tive in producing blood regeneration and maintaining 
the blood at satisfactory levels in persons with Addi- 
sonian pernicious anzmia, nutritional macrocytic 
anemia and the macrocytic anemia of the sprue as is 
liver extract, but also pointed out that it does not 
protect the neurological symptoms in Addisonian perni- 
cious anzmia cases. 

A study of scientific literature reveals many similar 
observations. Heinle and Welch®! commenting on the 
limitations of folic acid report on a case in which “ex- 
plosive” and rapidly progressive neurologic relapse 
occurred in the (Addisonian pernicious anemia) patient 
after a normal blood picture had been attained and main- 
tained with folic acid. They considered the possibility 
that folic acid not only fails to prevent but actually may 
precipitate a neurological relapse. 

Mollins’® patients behaved under the treatment of 
folic acid in same way as above. Therefore folic acid 
cannot be regarded as a complete substitute for extract 
of liver in the treatment of Addisonian pernicious 
anemia in the light of our present knowledge. 

However as explained above other factors or defi- 
ciencies seem to be involved in the onset of spinal cord 
lesions as many cases are known in which folic acid 
does not cause this complication, or even alleviates it. 


Kracke and Riser® selected a group of 4 untreated 
cases of classical Addisonian pernicious anzemia in severe 
relapse. None of the patients exhibited involvement 
of the central nervous system. A positive hxmato- 
logic response to folic acid was noted in each case. The 
daily oral dose given was 20 mg. Increase in RBC 
and Hb were also marked. After this, the dose was 
reduced to 10 mg. folic acid per day. On this reduced 
dose no patients developed neurological symptoms. 
These authors state that folic acid is thus equally effec- 
tive with liver extract in the treatment of pernicious 
anemia. 

Waldenstrém’s research on 15 Addisonian perni- 
cious anemia patients is of particular“ interest, as he 
kept the dose of folic acid as low as possible. In this 
series, folic acid in low doses yj son to protect 
patients against the development of neurological sym 
toms but it did not affect spinal cord lesions already 
present. Although it is possible that these cases were 
of a type in which spinal cord lesions would not have 


a 


any how, this author points out that the low 

incidence of neurological complications runs parallel to 
the low dose of folic acid administered. 

This shows again that the problems of neurological 

complications is only an instance of imbalance of the 

vitamin B-complex caused by high doses of one factor. 


Nutritional macrocytic anemia is frequently seen 
in malnourished persons and in pregnancy. The dis- 
ease is usually due to a dietary lack of Castles extrinsic 
factor. The cases usually exhibit free acid on gastric 
analysis, glossitis may or may not be present, diarrhoea 
is inconstant. Severe neurological involvement is 
uncommon, 

Berman™ and his associates used synthetic folic 
acid in treating 11 patients with nutritional macrocytic 
anemia. They found that those with megaloblastic 
bone marrow responded to folic acid therapy, but in 
cases of normoblastic bone marrow no beneficial effect 
could be observed. This author states that recogni- 
tion of the presence or absence of megaloblastic deve- 
lopment of erythrocytes in the marrow will make it 
possible to foretell which patients will respond to folic 
acid treatment. | 

Pregnancy anemia—This type of anemia is ex- 
tremely widespread. It is macrocytic and often di- 
morphic and responds satisfactorily to folic acid supple- 
mented with iron, but just as in nutritional tropical 
macrocytic anemia a proper diet, rich in proteins and 
vitamins of the B complex is strongly advised. Moore 
reported already in 1945 that this deficiency disease can 
be cured by folic acid.®5 


This anemia responds often to whole liver extract 
but the isolated anti-pernicious anemia factor from 
liver appears to have no effect on this disease, as Day, 
Hall and Pease reported on a case, refractory to vitamin 
Biz and responding dramatically to folic acid. Vitamin 
By2 caused even nausea and vomiting and appeared to 
accentuate the folic acid deficiency, just as folic acid in 
high doses may precipitate the onset of spinal cord 
lesions, that means may accentuate a By, definciency 
in Addisonian pernicious anzemia.*¢ 

Patel published his experience with vitamin By. 
in several cases of macrocytic anemia of pregnancy and 
stated that the results were satisfactory®’ whereas 
Ungley and Thomson in the same issue of British 
Medical Journal confirmed the results of Day and co- 
workers and emphasised that folic acid is the curative 
factor in this condition. 


This contradiction was solved through a thorough 
analysis of the Editors of the British Medical Journal 
who remarked® that Patel’s cases were not true cases 
of pregnancy anemia but had to be classified under 
the tropical nutritional anemias. In this condition 
vitamin B,2 however is inferior to that of whole liver 
extract in so far as higher doses of this vitamin than 
those present in adequate doses of liver extract are 
required. This also confirms Das Gupta’s findings 
regarding the superiority of whole liver extract in 
tropical macrocytic anemia, Wills’ research regarding 
a liver factor which differs from the Addisonian perni- 
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cious anemia principle and finally also Subha Row’s 
theory. 

Castle and Minot, the pioneers in research on anz- 
mia are of the same opinion. Reviewing Patel’s work they 
state: “On the whole, evidence indicates that patients 
with tropical macrocytic anemia fail to respond to 
purified liver extracts injected in usual amounts and 
tend to respond to autolysed yeast or crude liver 
extract. Consequently these responses are probably 
not characteristic of this group of patients.7® 

Summarizing we may say that folic acid is, irres- 
pective of its limitations in the therapy of Addisonian 
pernicious anzmia, an essential vitamin, which has a 
curative action and often even causes a dramatic reco- 
very in cases of sprue and macrocytic anemia of preg- 
nancy. Although this vitamin could not always increase 
the blood picture above 3-8 million, other cases have 
been reported which were refractory to vitamin By: ™ 
unless a small amount of folic acid was administered 
additionally, which indicates that, at least in these cases 
folic acid serves as an initial catalyst or as one of 
Subbarow’s accessory factors which influences the bone 
marrow to such an extent that the liver principles can 
continue the restoration of the blood picture. 

Experiments are being carried out now in India in 
order to determine whether folic acid if administered 
together with the liver principles as a synergistic effect. 


L. J. Davis stated that folic acid and vitamin By2 
act by unrelated pathways. Heinle’s findings show that 
an interaction of these 2 hemopoietic factors exist also. 
Consequently the existence of a supplementary action 
may definitely be taken for granted. 

When folic acid was discovered, a wave of enthu- 
siasm spread through scientific literature and one report 
even stated that liver extract is antiquated and a thing 
of the past. Within a short time the limitations of 
folic acid came to the light and thereafter the discovery 
of vitamin B,2 (1948) appeared to monopolise the | 
literature on anzmias. 

Then the pendulum swung back again as cases 
were reported in which vitamin By. had no beneficial 
action or a lower effect than liver extract. As folic acid 
was required in some of the former cases, its limited 
but definite place in nutrition and therapeutics becomes 
more clearly defined. 

We must resign ourselves to the fact that all our 
conclusions o ght to have the prefix “according to our 
present knov.ledge”; each mew discovery represents 
the key to another room in which many doors constitute 
as many new problems to which the keys have to be 
found and so ad infinitum, so that the final truth will 
never be learned. 

The above lines are an attempt to compare the 
results of biochemical research and clinical findings. 


From this comparison one may draw the conclu- 
sion that adequate nutritional health depends to a large 
extent upon a harmonious interaction of all vitamins 
and that this harmony is disturbed by deficiencies as 


‘well as by high doses of isolated factors. It also per- 


mits the conclusion that for the majority of cases a 
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whole liver extract or the whole vitamin B-complex 
(including folic acid and vitamin B,2) has advantages 
over isolated factors in therapeutics, as deficiency 
diseases are multiple in character and as the imbalance 
of vitamins is avoided. The difficulties experienced 
and the long periods of depletion required to obtain 
experimentally avitaminotic states in man with respect 
to one vitamin only are of importance in this con- 
nection,”¢ 


ACKNOWLEDGMENT 


We are very greatful to Dr. B. K. Nandi, Chief 
chemist of Messrs. Teddington Chemical Factory Ltd., 
for his valuable suggestions for this paper. Our 
sincere thanks are also due to Mr. P. C. Shrivastava, 
B.Sc., for his valuable assistance in the search of refer- 
ences from scientific literature. 


REFERENCES 


2 PrirrNer et al.—J. Am. Chem. Soc., 68:1392, 1946 

*DarBy, Jones AND JonNson—J. A. 130:780, 1946 

* ANGIER—Science, 102:227, 1945 

*Torrer J. R. et al.—Proc. Soc. Expt. Biol. & Med. 66:7, 
1947 

*Farper S. et al.—Science, 106:619, 1947 

*Darsy et al—J. Nutrition, 34:645, 1947 

™SHEMIN AND Ritrerserc—J. Biol. Chem. 1663621, 1946 

* Torrer—J. Biol Chem., 178:947, 1949 

®*Van KLavereN—Ueber die Vitamine Bz und B, und uber 
blau fluorescierende, Wasserlosliche Naturfarbstoffe, thesis 

1935 

*”Davipson ANp Grrpwoop—Lancet 1:360, 1948 

"Spres et al—South M. J. 39:269-270, 1946 

ELVEHJEM AND Biol Chem., 158:173, 1945 

et al—J. A. M. A., 133:739, 1947 

“ Scuieve et al—J. of Lab., & Clin. Med., 34:439-447, 1949 

* Jounson et al.—Science, 108:210, 1948 

WeLCH, NELSON AND NeLson—J. Biol. Chem. 
164:787 

* JacoBsoN ANp BisHorp—J. Clin. Invest., 28:791, 1949 

* JACOBSON AND SuBBAROW—J. Clin. Invest., 16:573, 1937 

* Castie et al. Science, 100:81, 1944 

R. et al.—-Compt. rend., 226:230, 1948 

* Norris E. R. et al—Am. J. Physiol. 153:133, 1948 

“Das Gupta, C. R.—Indian M. Gas., 78:34, 1943 

® KARAMCHANDANI—Indian M. Gaz., 83:169, 1948. 

™ Hussain—Antiseptic, 48:291, 1950 

= Younc—(Letter to the Editor, Indian M. Gaz., (in print, 
submitted June, 1950). 

(Lederle). 

* Folic Acid Compound with, Liver Extract (T.C.F.). 

Tester Smita—Brit. M. J., 2:1367, 1949 

®MuNK PLuM—Schweiz. med. Wochnschr., p. 988, 1948 

© Woovrurr et al—J. Biol. Chem., 178:866, 1949 

™ Editorial, The New England J. of Med., p. 483, 1950. 

"Davis, L. J.—Abst. of World Med., November 1949, p. 582. 

Dev—Indian M. Gaz,, 85:34, 1950 


FOLIC ACID 


45 — 


et al.—Blood, 5:148, 1950 

* HAUSMANN—Untersuchungen Zur Pathogensse und Therapie 
der perniciosen Anzmie, Stuttgart, p. 51. 

Swenselp et al.—J. Lab.+«& Clin. Med., 32:1242, 1947 

"Wuus, L.—Indian J. M. Research, 21:669-681, 1934 

et al—Biochem. J. 31:2136-2147, 1937 

"Wits anp EvAns—Lancet, 2:416-421, 1938 

Naprer—Lancet, 2:106-107, 1938 

“ Day—Vitamins & Hormones, 2:71-105, 1944 

“Lancston et al—J. Exper. Med., 68:923-940, 1938 

“Woottey—J. Exper. Med., 73:487, 1941 J. Biol. Chem. 
166 :783, 1946 ad 

“Day et al—J. Biol. Chem., 161:45-52, 1945 

“ Davivson—Practitioner, 159:311, 1947 

WaLpENSTROM—N ordisk Med., 40:2077, 1948 

“ Manson-BAugr, et al.—Lancet, 2:903, 1946 

“Spres et al—Southern Med. J., 40:46, 1947 

“ Davipson—Edinburgh M. J., 55:412, 1948 

“Spies et al—South Med. J., 38:707, 1945 

anp Wetcu—J. A. M. A., 133:731, 1947 

Mottins—Lancet, 2:915-954, 1948 

™KRACKE AND Riser—Proc. Soc. Exper. Biol. & Med, 
64:179, 1947 

™ Berman—Amer. J. Clin. Path., Baltimore, 16:550, 1946 

™ Moore et al.—J. Lab. Clin. Med., 30:1056-1069, 1945 

"Day, Hatt anp Pease—Proc. Staff. Meet, Mayo Clin., 
24:149-157, 1949 

Pater—Brit, U. J. 2:2934, 1948 

Editorial, 1:924, 1950 

UncLtey—Lancet, 13-5-’50, 930. 

© Pater, J. C—Indian J. Med Sc., 4:100, 1950 

PaoLtno et al., Minerva Med., 39:416, 1948 

Mever—Blood, 2:50-62, 1947 

“Bonn et al—J. Am. Chem. Soc., 71:3852, 1949 

“Norris et al., Science 109:32 1949 

“Norris et al., Science 109:32, 1949 

“Wikinson—Lancet, 2:689-91, 1949 

Nutrition, 40:106, 1950 

*WILtiAMs AND EtvenJem—J. Biol. Chem., 180:689, 1949 

WELCH AND PritcHarp—J. Lab. & Clin. 
33:1647, 1948 

* Ropert—J. Lab. & Clin. Med., 34:1763, 1949 

 Frazer—Brit. M. J., 2:731, 1949 

™Be.ton et al.—J. Biol. Chem., 175:377-283, 1948 

™ May et al—J. Lab. & Clin. Med., 34:1724, 1949 

™ Totter et al—Fed. Proc. 2:72-72, 

™Ranjan—Med. Digest, October 1949. p. 289. 

* Year Book of Medicine—1949, p. 376. 

Guper—Brit. M. J., 13341, 1950 


ADDENDUM 
Since these lines were in print, a number of publi- 
cations clarified the position of folic acid still further. 


Vilter™® has shown that folic acid possibly together 
with Wills’ factor catalyses the conversion of uracil into 
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thymine and that only the next step in the nucleic acid 
synthesis, namely the conversion of thymine into thymi- 
dine is catalysed by vitamin By2. Blood formation 
depends upon this uninturrupted chain reaction. 


Meyer” reported that folic acid antagonists caused 
dn anemia which did not respond to By». 


These two findings explain why for instance 
Cowan’s cases™® were refractory to liver extract 
and why pregnancy anemias did not respond to Bie 
because if an earlier link in a chain is broken, the ad- 
ministration of vitamins which catalyse a following link 
must give unsatisfactory results. 

Sprue and pregnancy anemia are two typical ex- 
amples of deficiency diseases in which the requirement 
for folic acid constitutes a threshold phenomenon. 


Luhby and Wheeler’s*® macrocytic anemia of 
infants is another instance. In confirmation of May’s 
animal tests, this anemia is caused by lack of vitamin 
C, cured by folic acid, and refractory to vitamin By». 


Earlier reports mentioned that folic acid can 
increase volume and acidity of gastric juice.** Meyer's 
observation®™ goes a step further as he mentioned that 
subclinical oral doses of folic acid potentiate the activity 
of subclinical oral doses of B,2, which means that folic 
acid may act as if it were the intrinsic factor. 


The similarity of this conclusion to the results of 
Lourau’s® experiments with rabbits appears to be more 
than a coincidence. 

This worker observed that mild lead-poisoning 
inactivates the intrinsic factor, that intravenous admi- 
nistration of folic acid is ineffective but that oral admi- 
nistration of this vitamin had an anti-toxic effect, i.e., 
restored the inactivated intrinsic factor. 


The controversy regarding the advisability of folic 
acid administration becomes meaningless. The “contra” 
arguments, i.e., the frequently observed incapacity of 
folic acid to revert the macrocytosis or to convert the 
megaloblasts into normoblasts and the inability of folic 
acid to raise the R.B.C’s over 4 millions are based on 
the fact that an isolated vitamin has been administered 
in multiple deficiency diseases. In such multiple defi- 
ciencies the requirements for folic acid and for the liver 
factors (or Byz2) may vary from case to case. 


There is little doubt that folic acid, like vitamin 
Biz is essential for normal hamopoiesis; both factors 
serve by unrelated pathways and can replace each other 
only to a limited extent. Whether folic acid is required 
as a therapeutical agent depends upon the degree of 
depletion, which may, as in many cases of tropical 
macrocytic anemia be small in comparison to Wills’ 
and other liver factors, or higher as for imstance in 
most sprue cases. 
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CASE NOTES 


FORMO-SULPHATHIAZOLE IN ACUTE 
ENTEROCOLITIS—A REPORT OF 30 CASES 


A. K. BAGCHI, m.s., 


Senior House Surgeon, Surgical Ward, 
R. G. Kar Medical College & Hospital, Calcutta 


Intestinal infections are fairly common in our 
country. As a Surgical House Surgeon, I came across 
a good number of cases of complicated as well as un- 
complicated entero-colitis. There are a fairly good 
number of chemotherapeutics for the treatment of these 
cases. Meanwhile I was attracted to Formo-Sulphathia- 
zole, a new chemotherapeutic agent for intestinal infec- 
tious and tried it in 30 cases. 


To summarise the results, the stools of 17 out of 
the total of 30 cases under review, were bacteriologically 
examined. 5 cultures were positive for E. dysenteriz 
(Shiga) ; 8 cultures were positive for E. dysenterix 
(Flexner) ; 2 were positive for bacillus paradysenterie 
(Sonne) ; 2 were contaminated. 13 specimens of stools 
were not bacteriologically examined. The dose which 
was adopted in most of the adult patients was:—6 
tablets stat, and 3 tablets 4-hourly during the first 
day, continuing with 3 tablets 4-hourly during the 
following days. The period of treatment varied 
according to the severity of the individual cases. The 
usual antispasmodics like tincture belladonna, and tinc- 
ture hyoscyamus were administered, where necessary ; 
and also, the drugs, which were necessary for sympto- 
matic relief. In the case of children and in cases with 
emesis, the drug was administered in a pulverised from 
in aqueous suspension or with some sweetening agent. 
In each case pulverisation used to be done immediately 
before administration. In the case of one patient, the 
drug was discontinued due to untoward reactions (i.e., 
diarrhoea in Case No. 28). In one case treatment of 
ameebiasis had to be taken recourse to after preliminary 
treatment with the drug. One of the recovered cases 
was a case of choleric diarrhoea (Case No. 20), and 
another, was a case of infantile green diarrhoea (Case 
No. 30). In the series, there were 5 cases of bacterial 
food poisoning, all being members of the same family 
(Cases No. 21 to 25). 


The case reports are given below in a tabular form: 


The drug used in this investigation was Formo- 
cibazol (Ciba.). 


ConcLUSION 


The results achieved are promising. The dose 
used was found adequate for Indian conditions. Only in 
one case there was an untoward reaction (diarrhoea in 
Case No. 28). The patients recovered after an average 
period of 4 days. 
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INDIAN MEDICAL ASSOCIATION 
CALCUTTA, SEPTEMBER, 1951 
CHOLERA—A PROBLEM 


The problem of cholera has been of particular 
interest to the clinicians and biochemists alike in the 
tropics. This is because of the fact that since the time 
of Sir Leonard Rogers, the mortality of cholera has 
shown no remarkable improvement in spite of advances 
in modern therapeutics. Before his time the morta- 
lity rate of cases of treated cholera was in the neighbour- 
hood of 60 per cent. Rogers? succeeded in reducing the 
mortality rate to 32 per cent by instituting his treat- 
ment with hypertonic saline. A further reduction of 
mortality to 20-8 per cent was reported by him? with 
the use of intravenous sodium bicarbonate, which 
supplemented his hypertonic saline therapy. : 


With the advent of chemotherapeutic agents an 
occasional author has put forward claims for a remark- 
ably low fatality rate in cholera. Chopra et al? in 1941 
reported a series of cases where the death rate was 
only 3-7 per cent. More recently Bhatnagar* presented 
some cases treated with a new chemotherapeutic agent 
(a “molecular combination” of  sulphathiazole - and 
formaldehyde) with an even lower mortality rate (3-5 
per cent). A subsequent investigation by Lahiri® 
showed that mortality of cholera treated with sulphon- 
amide drugs was actually higher than in the control 
series. The death rate of Lahiri’s control cases was 
more in keeping with the published data on the expected 
mortality of cholera. In a study of 10 cases Chaudhury 
et al.* observed that the mortality of cholera could not 
be reduced with chloromycetin. , 


It will be fair for all future workers on cholera to 
keep adequate control, and report results under respec- 
tive headings, with regard to the severity and bacterial 
nature of the infection. Many cases of epidemic gastro- 
enteritis caused by organisms other than vibrio cholerz 
simulate cases of true cholera so closely that a clinical 
differentiation becomes almost an impossibility until 
the stools have been bacteriologically examined. In 


* Rocers, L.—Cholera and its treatment, London, 1913. 
* Idem—Bowel diseases of the Tropics, London, 1923. 
*Cxopra, R. N. et al—Indian M. Gaz., 76:712, 1941. 
*Buatnacar, S. S. et al—Brit. M. J., 1:719, 1948. 

*Laniet, S.—Brit. M. J., 1:500, 1951. 


*Cuaupnurt, R. N.; Grosat, S. anp Rat M. N- 
Indian M. Gasz., 85:398, 1950. 


the absence of adequate categorization, these cases have 
been and are being treated as cases of true cholera. 
Loading of mortality in one or other category which 
follows such a procedure affects the total mor- 
tality figure. When new antibiotic and chemothera- 
peutic agents are employed in treating cases of clinical 
cholera (and there is an increasing tendency to use 
these drugs in recent years), only bacteriologically 
controlled cases should form the subject of scientific 
evaluation of the data. 


The persistently high mortality in cholera is 
evidently due to the disturbance of the equilibrium of 
the body fluids with regard to water and electrolytes. 
This was realized by Rogers as early as 1913 and 
formed the basis of his method of treatment of cholera, 
first with hypertonic saline, and later supplemented by 
alkaline saline. However, since Roger's study of cholera, 
considerable progress has been made in the fundamental 
knowledge of the composition, amount and distribution 
of the body fluids, and disturbance both quantitative 
and qualitative, which ensues as a result of water and 


salt depletion. 


On the basis of these facts a rational attempt has 
been made to establish a differentiation in the diagnosis 
and management of depletion of water or salt 
(Marriot?). In cholera such a compartmental division 
is not practicable. The published data on the biochemical 
findings (Liu et al*, Banerji®, Chatterjee and Sarkar®®, 
Ghanem and Mikhail’), the most recent of which 
is published in this issue of the JourNAL™ indicate that 
cholera is accompanied with a state of mixed depletion 
of water and electrolytes from the body. The precise 
nature of this depletion, and its effects are, however, 
not yet fully known. 


The restoration of the equilibrium of the body 
fluids can be attained only when electrolytes and water 
are replenished in the proportion, in which, they are 
lost. Normal saline alone does not wholly provide 
this need, as being isotonic, it diffuses through the 
intestinal mucous membrane, and often fails to main- 
tain the equilibrium. This was shown by the classical 
work of Rogers. An initial infusion of hypertonic saline 
quickly replenishes the salt lost from the body and 
restores and maintains the circulating blood volume, and 


*Mapnior, H. L.—Brit. M. J., 1:245, 285 & 328, 1947. 

*Liv, S. H.,. Wane, S. H. ann Fan, C—Proe. Soc. Exp. 
Biol. Med., 30:417, 1933. ; 

* D. N.—Indian M. Gas., 76:347, 1941. 

H. N. anv. Sarkar, Roy.- Soc. Trop. 
Med. & Hyg., 34-379, 1941. 

*Guasem, M. H. ann N.—/bid, 43:81, 1949, 

“Sana, H. anp Das, A—J. Indian M. A., 22:427, 1951. 
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relieves cramps within a short time. The theoretical argu- 
ments which suggest that the hypertonic solution might 
absorb toxins of cholera from the intestinal lumen, 
cannot be accepted as fully valid. The existence of a 
state of severe toxemia in cholera has yet to be proved. 
Moreover, bacterial toxins are believed to be of the 
nature of globulins and, as such, are not likely to 
diffuse freely across the barrier created by a semiperme- 
able membrane. In the absence of proved evidence to the 
contrary, it must be admitted that the initial adminis- 
tration of hypertonic and alkaline saline in cholera, as 
suggested by Rogers, has stood the test of time. How- 
ever, normal saline, hypotonic saline and glucose solu- 
tion have all a definite and valuable place in the treat- 
ment, once the initial salt deficit has been corrected. 


Had water and salt depletion been the only cause 
of the fatal outcome in cholera, then with the saline 
treatment the mortality would be expected to be much 
lower than what it is now. There are other factors 
which deserve consideration in the planning of the 
treatment. These are (1) acidosis, (2) peripheral cir- 
culatory failure initiated by dehydration and perpetuated 
by the irreversible vicious cycle brought into opera- 
tion by the loss of water and electrolytes of the body, 
(3) anuria and uremia. 


Sellards"*, as early as 1910, pointed out that a 
state of acidosis exists in cholera. It -appears that 
Megaw™ in 1911 was the first in India to try the 
alkaline saline treatment in cholera in order to counter- 
act acidosis. Unfortunately, his results were not satis- 
factory, apparently because, Megaw treated his cases 
with alkalies after the development of uremia. Rogers 
refers to the work of Sellards who showed in 1914 that 
the bicarbonate content of the blood is reduced in 
post-choleraic uremia. This was confirmed by Rogers 
himself, and formed the basis of his alkaline saline 
treatment. Subsequent work done by Tsurumi and 
Toyoda™ and Liu (loc. cit.) confirm Sellard’s hypo- 
thesis. The recent work of Saha and Das’ also indi- 
cates that, in an established case of cholera the plasma 
is greatly depleted of its bicarbonate reserve. Even 
the highest value recorded by these observers is con- 
siderably below normal. These authors have demon- 
strated that the loss of sodium from the body is greater 
than that of chlorides. A state of alkali deficit develops 
fairly early in the course of the disease. The only 
mode of elimination of fixed anions is through the urine, 
which being suppressed causes accumulation of fixed 
acids to occur. This brings about a state of further alkali 
deficit. The part played by ketosis is not quantita- 
tively known. These changes bring about a state of 
uncompensated alkali deficit, which explains many of 


* Quoted ay evans, L.—Bowel Diseases of the Tropics, 
M. AND Tovopa, T.—Arch. Int. Med., 30:797, 
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the typical clinical features in the terminal stages of 
cholera. The acidosis of cholera assumes a severe 
magnitude because of the associated state of anuria and 
uremia. This is also the reason why Roger’s alkaline 
saline treatment is not always successful when uremia 
is fully established. The most effective time for ad- 
ministration of alkaline saline is before, and not after, 
the commencement of this stage. 


It is difficult to outline the exact zxtiology of 
uremia in cholera. Pathological work on kidneys in 
cholera indicates that the lesion is probably anoxzmic 
and is of the nature of lower nephron nephrosis which 
may pass on to cortical necrosis. It has been suggested 
that the lesion is caused by the diversion of renal blood 
flow h the intrarenal shunt (De and Sen 
Gupta**). One of the evident causes of such a change 
in the hemodynamics is the oligemic peripheral failure 
and consequent fall of blood pressure. It is, therefore, 
obvious that pathological and biochemical processes 
involved in a case of cholera are centred round the loss 
of electrolytes and water from the body. The loss of 
water and electrolytes occur in, and via the gastro- 
intestinal tract. The immediate effect of this is dehy- 
dration and oligemia. If these are of severe rnagnitude 
these alone may prove fatal, the patient dying of peri- 
pheral failure. Most cases of early death in cholera 
follow this course. 


The state of oligwemia is compensated by the 
drain upon the fluid reserves of the body. This how- 
ever, is not wholly adequate to maintain compen- 
sation. Oligemia persists, while the excess loss of 
base from the body gives rise to a state of acidosis. - 
The persistence of the oligemia also brings about the 
change in renal hemodynamics, and urinary suppres- 
sion develops. This is apparently the reason why 
suppression of urine is one of the early manifestations 
in cholera. At this stage, metabolic acidosis is super- 
added to the state of alkali deficit, and the final picture 
of uremia develops. With a clear understanding of 
the biochemical and pathological changes, a rational 
treatment of cholera may be expected to be formulated 
in the near future. Uptil now biochemical studies have 
been incomplete and inadequate. Saha and Das’s™ 
paper in the present issue of the JoURNAL covers some 
ground, yet more remains to be learnt about the changes 
in the body fluids, which accompany this condition. 
This should include a complete investigation of all the 
components of the intracellular and extracellular water, 
including the excreta. Until these data are available 
an improvement in the prognosis of cholera is unlikely, 
however advanced our equipment of antibiotic and 
chemotherapeutic agents may be. The fight against 
cholera is not merely a fight against the offending 
microbe. It must aim at restoring the body meta- 
bolism to its normal level. 


S. N. anp Sen Gupta, K. P—(In the press). 
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CURRENT TOPICS 


Addressing the Annual General Meeting of the 
Tuberculosis Association of India in New Delhi on 
April 20, 1951, Rajkumari Amrit Kaur, India’s Health 
Minister, and President of the Association, urged for 
a relentless crusade against humanity’s most dangerous 
enemy, Tuberculosis. The Health Minister added :— 


As is the case in every warfare, the fight against 
tuberculosis also requires a sound and impregnable 
public morale. The task of building up this morale 
devolves upon non-official bodies like tuberculosis 
associations. 


The B.C.G. vaccination programme initiated by 
the Government of India has made notable progress. 
It has been extended to almost all the States in India. 
I have no doubt that before long even the critics of 
B.C.G. will become converts to the view that this vacci- 
nation will be an important factor in controlling the 
spread of tuberculosis in India. 


The aim of our anti-tuberculosis programme is 
threefold, viz., adequate provision for treatment of those 
who suffer from tuberculosis, the undertaking of every 
possible measure to prevent the spread of infection and 
the proper aftercare and rehabilitation of those in whom 
the disease has been arrested. By these measures alone 
can we hope effectively to control and ultimately to 
eradicate this fell disease. 


The Seal Sales Campaign has created a mass con- 
sciousness against tuberculosis which is as important 
as, if not more important than, cash returns. The 
collections made in the various States so far amount 
to about eight lakhs of rupees and perhaps we may 
expect at least two lakhs more. 


I am grateful to the Indian embassies abroad who 
have helped to collect money for our T.B. Funds from 
Indians living in these countries. I must make special 
mention of the Indian community in Fiji who have 
contributed a sum of over Rs. 12,000|-. I would also 
like to express my gratitude for the support received 
from some of the foreign embassies in Delhi. The 
embassies of the United States of America, Czecho- 
slovakia, Netherlands, Belgium and Norway loaned 
cinema slides. The Tuberculosis Associations of 
Canada and Belgium presented to our Association very 
fine films on tuberculosis for propaganda work. The 
Association is grateful to them. 


Referring to the rehabilitation of T.B. patients 
she said :—We recommended to the Central and State 
Governments and also to private business organisa- 
tions to be considerate to ex-tuberculosis patients and 
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employ them when they are certified as fit for service 
by competent medical authorities. I am glad that the 
response from the business community has, on the 
whole, been most encouraging. One firm went out of 
the way to ask the Association to recommend for 
employment any T.B. patient who is fit for service. 
This is a fine gesture worthy of emulation by others. 


CHAIRMAN’s ADDRESS 


Presenting the annual report of the Tuberculosis 
Association of India, Col. C. Lakshmanan, officiating 
Director-General of Health Services and Chairman of 
the Association said that in India, against the minimum 
requirement of about five lakhs of beds we have just 
about 11,000 beds for the isolation and treatment of 
TB patients, the only redeeming feature being that there 
has been an increase of about 3,000 beds during the 
past three years. He hoped that every State in India 
would develop at least one TB Training Centre of the 
type being established in Delhi, Trivandrum and Patna. 


FIGHTING TUBERCULOSIS IN JAPAN 


In a recent broadcast from the All India Radio, 
External Services, Dr. Kin-ichi Asano, describing the 
measures against Tuberculosis in Japan, said :— 


We have in Japan today 1% million people suffer- 
ing from tuberculosis and the annual death toll is as 
many as 150,000. Our programme to fight this 
disease is divided into three parts :—prevention, check 
and isolation. 


Prevention is the most important work in our 
gramme to fight tuberculosis. In France, today, it is 
fixed by law to make every new born child take B.C.G. 
which, in turn, helps to make the child immune from 
tuberculosis. In Japan, today, we have discussed a 
method to inject this live bacteria known as B.C.G. 
First, we find out whether the person has had tuber- 
culosis. We have a method whereby to test by reac- 
tion. It is known as Tuberculin reaction. If the 
reaction is negative, it means that he has never had 
tuberculosis before. We then give him or her the 
B.C.G. injection. This makes the person immune from 
the disease. 


Next comes the problem of check. We have a 
law in Japan today by which all nationals under the 
age of 30 are required to take physical examination 
once a year to check and detect the symptoms of this 
disease. When one enters school, whether it be an 
elementary school, a high school or college, he must go 
through a physical examination and any pupil or 
student who are found to be affected by tuberculosis, 
his or her admission is temporarily rejected. 


Japan’s new labour law also calls for a strict physi- 
cal examination system to detect tuberculosis cases 
amongst the workers. 
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_» When a patient is found, he or she must be 
isolated. These hospital expenses are taken care of 
by various methods. For example, those of lower class 
who may be living in poverty will be taken care of by 
the state under the Relief Law. All labourers must, 
by law, have a policy in health insurance. Others will 
hold a policy on common Health Insurance. About 
2/3 of our entire population is taken care of by these 
insurances which can be considered to be a very high 


percentage. 


However, we are today still confronted with the 
shortage of hospital facilities. Today we have only 
90,000 beds for these patients,which are not quite enough 
to accommodate all those striken with tuberculosis. 
Strong movement is under way to increase these beds 
from 150,000 to 200,000. 


For this purpose, we have succeeded this year to 
get a government subsidy of one billion Yen, which is 
about one hundred and three million rupees in Indian 
money. 


After the War, West discovered a wonderful medi- 
cine known as streptomycin. Japan today is manufac- 
turing this medicine in great quantity. The Japanese 
government has allocated a budget of 900 million Yen 
or about 12 million rupees to help the manufacture of 
this effective medicine and we expect to be able to 
supply all domestic need by the end of the year. 


We also have a powder medicine known as P.A.S. 
which is so abundant that we have overproduction in 
our country. The supply of medicine is improving 
year by year. Furthermore, surgical technique in 
Japan has advanced to a great degree in recent years. 
We can operate on a person’s lung and cure tuberculosis 
lung to a great extent. 


DECREASE IN TUBERCULOSIS DEATH RATES IN 
30 COUNTRIES 


A general decrease in deaths from tuberculosis 
since 1945—a decrease in some places “verging on the 
dramatic”—is reported by WHO in a study covering 
30 countries on all continents. This study, entitled 
“Tuberculosis Mortality: 1937 to 1949”, has been made 
by Dr. John B. McDougall, Chief of the WHO Tuber- 
culosis Section, and was published in a recent issue 
of the WHO Epidemiological and Vital Statistics 
Report. Although the study indicates an improvement 
in the general tuberculosis picture, Dr. McDougall 
points out that mortality rates should be considered only 
as a broad index to the seriousness of the problem. 


_ The most striking feature of the study is the spec- 
tacular post-war fall in death rates from tuberculosis 
iri a number of European countries engaged in hostili- 
ties between 1939 and 1945. 
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France, with tates as high'as 134 and 128 
100,000 inhabitants in 1941 =“ 1942, respectively, a 
shown startling improvement in the past several years. 
The death-rate for France had fallen to 68 per 100,000 
inhabitants by 1949, 


_ The report states in the case of Italy, that recovery 
has been “in some ways one of the most impressive in 
Europe”. 


Denmark is the only country among those covered 
by the report which attained a mortality rate as low as 
19 per 100,000 by 1949. Denmark, according to the 
WHO report, is “heading for the last laps” in its effort 
to control tuberculosis. 


Portugal and Spain, two non-participating coun- 
tries in World War II, maintain, together with Finland, 
the highest death rates from tuberculosis among Euro- 
pean countries included in the WHO report. But, 
while the Finnish rate is falling, this does not yet apply 


to Portugal and Spain. 


A general decline in mortality rates from tubercu- 
losis in recent years by comparison with pre-war years 
is also indicated in the WHO study. Only two coun- 
tries, Portugal and Scotland, indicate an opposite trend. 
On the other hand, New Zealand, Denmark, the Nether- 
lands and the United States, which had already reached 
remarkably low rates before the war, have succeeded 


in reducing still further their rates by 30 to 39 per cent. : 
—WHO Newsletter. 


TRACHOMA-CONTROL CAMPAIGN LAUNCHED 
BY WHO 


A large-scale campaign against trachoma among 
the Arab refugees from Palestine in the Eastern Medi- 
terranean Region has been undertaken by WHO. This 
programme, in which the newer antibiotics—chloram- 
phenicol, terramycin, and aureomycin—are being used, 
is under the direction of one of the world’s leading 
specialists in trachoma, Professor G. Bietti, of the Uni- 
versity of Parma, Italy. The antibiotics are being 
supplied by Italian and US drug manufacturers, with 
the United Nations International Children’s Emergency 
Fund (UNICFF) furnishing additional quantities as 
may be required. 


The WHO project, which will be carefully con- 
trolled, is expected to make an important contribution 
to present knowledge concerning the efficacy of the 
antibiotics in the treatment of trachoma. The treat- 
ment of many thousands of cases will also permit deter- 
mination of the best method of administration of the 
crugs, of optimum dosage, and of the financial cost of 
a complete trachoma-control campaign. Initial results 
will probably be ready for publication in the first half 
of 1951—WHO Chronicle, Vol. 5, No. 1. 
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NOTES AND NEWS 


NEHRU NAMES HOSPITAL AFTER 
BADSHAH KHAN 


Prime Minister Jawaharlal Nehru at a ceremony 
held on the 5th June last named the general hospital 
at the frontier refugees township of Faridabad after 
Khan Abdul Gaffar Khan. 


Amidst shouts of Frontier Gandhi ki Jai, Pandit 
Nehru ki Jai and Dr. Khan Sahib ki Jai, Pandit Nehru 
formally cemented the commemoration plate against 
a wall at the entrance of the hospital. The marble 
plate reads: 


“This hospital was built by the people of Faridabad 
with their own hands and named after their beloved 
leader Badshah Khan by his friend, Pandit JawaharJal 
Nehru”. 

The construction of the Badshah Khan Hospital 
is expected to be completed within six weeks. 


Addressing a largely-attended meeting, the first of 
its kind in the rising township 16 miles from Delhi, 
Pandit Nehru said the reference to Frontier Gandhi in 
the slogans moved him deeply. The thought of his old 
friend and comrade being still in jail made him sad. 
Badshah Khan was suffering imprisonment even after 
India and Pakistan had won freedom. That freedom 
could not be said to be complete. He regretted that he 
could not do anything for the Frontier Gandhi as he 
was in another country. But the Government which 
imprisoned a man like Badshah Khan did a wrong 
thing. The British Government acted wrongly in 
jailing men like Mahatma Gandhi. In keeping a man 
like Badshah Khan behind bars the Pakistan Govern- 
ment did not rise in the estimation of others. 


Pandit Nehru said it was proper that the hospital 
for the Frontier refugees should have been named after 
Khan Abdul Gaffar Khan. But that was not sufficient. 
They must remember his teachings and act according 
to them, If ever he happened to come to India, 
Badshah Khan would surely like to visit Faridabad, 
meet his old comrades and see their work.—PTI. 


FIRST MOBILE NURSING VAN FOR: INDIA 
SPECIALLY DESIGNED FOR USE IN 
RURAL AREAS 


The first mobile nursing van to be specially 
designed for use in remote rural areas of India, became 
the property of the Indian Government on June 14 
last. 


Rajkumari Amrit Kaur, India’s Health Minister, 
who has been searching for a long time for a travelling 
clinic which will suit the special climate and other con- 
ditions in her country, received the van from Countess 
Mountbatten at an India House ceremony. 


The van accommodates one doctor and one nurse. 
It comprises a doctor’s private room with an examina- 
tion couch, desks, cupboards, washing basins and seats. 
The nurses’ compartment is equipped with seats for 
patients waiting to see the doctor, a laboratory bench 
with a bin and filing cabinet. In addition, there are 
two dressing cubicles. 


The van has been made entirely with metal and is 
constructed to stand exceptionally rough treatment 
over roads and tracks. A “lantern” roof for maximum 
ventilation has been fixed. 


Rajkumari Amrit Kaur said that the van would 
go into the rural areas where nurses would be waiting to 
take it into the villages. No more fitting name could have 
been found for the van than “Edwina Mountbatten” 
for she had given the first 1,000 sterling which had 
made it possible. Before India gained her indepen- 
dence, Countess Mountbatten was instrumental in bring- 
ing into being a nursing college which had trained so 
many girls. 

The travelling clinic was a symbol of the tremen- 
dous friendship between Britain and India. 


Lady Mountbatten spoke of the “staggering” pro- 
gress which had been made in the recruitment of women 
for nursing in India. One person, more than any 
other, was responsible for this and that was the Raj- 
kumari. She had a terrific uphill job as the Health 
Minister in a country where there were more than 350 
million people and until recently no real health service 
at all. She was a very wonderful lady. 


High Commissioner, V. K. Krishna Menon, said 
Sir Chunilal Mehta had donated 300 sterling for the 
purchase of surgical and other equipment for the tra- 
velling clinic. 


Representatives of the British Government and 
many British friends attended the ceremony.—P.T./.-R. 
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The Editor is not responsible for any views 
expressed by the contributors 


CONCEPT OF TREATMENT 


S1r,-—These few lines are intended to popularise a 
concept of treatment, the treatment of the chief effect 
of a disease, 


Treatment of the cause of a disease is amply 
stressed in the pages of our textbooks. And sympto- 
matic treatment is also advised in many instances. 
But the attending doctor should differentiate between 
the symptoms complained of by a patient, and the chief 
effect of a disease. The allopathic system scores over 
other systems of medicine in diagnosis of ailments by 
the rapid review of all possible diseases which may give 
rise to a patient’s leading symptom, If treatment is 
directed towards mitigating the chief effect of < dis- 
ease, results will be gratifying. 


45 — 


a 
q 
¢ | 


To illustrate what is meant by the chief effect of 
a disease, consider tuberculosis of the lungs. The 
cause of the disease would be the Mycobacterium 
tuberculosis; some of might be 
either cough, expectoration, dyspnoea, cyanosis, pain, 
night sweats, loss of weight, fever, hemoptysis, but 
invariably in the long run the chief effect of the disease 
is the ‘consumption’ of the body as evidenced by the 
loss in weight. Or again take the case of a person 
suffering from pain in the chest with fever of acute 
onset, the exciting cause may be one of the pathogenic 
organisms found in the lung iesions, but the chief effect 
is undoubtedly the disturbance in the normal function 
of the lung, namely, oxygenation of the blood. 


I feel that efforts to treat the chief effect of dis- 
ease, will channelize our endeavours in the right direc- 
tion to the maximum benefit of the patient who, in the 
final analysis, has come to us because of the effect of 
disease which he feels—I am, etc., 


Mayor J. L. G. Pinto, | 
M.B.E., M.B., B.S., EX-I.M.S, 


Deolali. 
22-4-1951. 


ANSWER TO “OPEN LETTER” 


S1r,—“An Open Letter to the Medical Profession” 
by Col. P. C. Datta, Director, Health Services, Punjab, 
which appeared in the May issue of the Journal of the 
Indian Medical Association, is a pointer to the Indian 
Medical Association. He has denounced it for lack of 
interest in the welfare of the profession and the people 
at large. He says, “The medical men of the country 
are not interested in the Indian Medical Association or 
the interest of the profession, or the interests of the 
people”. Nevertheless, he deplores that “many medi- 
cal men are not members of this august body” i.e., the 
Indian Medical Association. He evidently hopes that 
there will be a change for the better if those who have 
not yet joined the Association become its members. 
Right throughout his letter there is an undertone of 
frustration. 


The editor of the Journal of the American Medical 
Association under the caption of “Membership in the 
American Medical Association ” (April 1,1950) writes 
as follows;—“Membership in a professional society 
should not be regarded begrudgingly as an obligation. 
It is something one should undertake because he be- 
lieves in what it represents, because he hopes that his 
aid will provide strength and because he truly wants 
to be an inseparable part of its organizational affairs. 
Nor should membership be undertaken passively, as 
one would follow a path of lesser resistance. No, the 
member should be determined to participate actively 
in and support his association’s programs. If he dis- 
agrees with these programs, he should feel free to present 
his disagreements to the r ive officers or com- 
mittees, but if he does not disagree and accepts the 
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programs, he should do his best to advance them. Such 
is the democratic way of living in freedom.” 


I commend the above for the consideration of those 
of my colleagues who wish well of the Indian Medical 
Association but at the time indulge in adverse criticism. 
Constructive advice, we should bear in mind, is of great 
help but cries of despair do hardly advance any good 
cause. 


Col. Datta’s query, “What is wrong with scientific 
medicine in India?” calls for an answer. The answer 
is that a large majority of her inhabitants, have had 
little opportunity of appreciating and accepting the bene- 
fits of scientific medicine, due to ignorance and poverty. 
Those who have had experience of them are compara- 
tively small in number and mostly dwell in towns and 
cities. How could we approach the millions living in 
the countryside without opening up roads and commu- 
nications in the rural areas, without making diagnosis 
and treatment of disease far less expensive than they 
are today, without making the lot of the country prac- 
titioner more tolerable, by heiping educate his children 
and procure the barest social amenities and, above all, 
by treating him kindly. The present trend of holding 
the villager’s life cheap and, therefore, deserving of 
cheap remedies should be resisted. The vested interests 
of politicians have to be countered by educating the 
village folk so that the demand for the best medical 
aid of the land should genuinely come from them. 


The importance of health education has not been 
realised by our administrators. In England, Australia, 
Soviet Russia and other countries, health education has 
been given its proper place; instruction in health and 
hygiene is given to teachers and health educators, and~ 
steps are taken to disseminate the knowledge of health-, 
ful living. According to the Bhore Committee Report, 
a Joint Committee of the Central Advisory Board of 
Health and Education which investigated the health 
preese of our school children in 1941 made the 
ollowing remarks ;— 


“While the situation on paper sounds satisfactory, 
the low standards of personal and environmental 
hygiene met with in many schools are such as forbid 
an easy acceptance that all is well. These low stan- 
dards lead to the conclusion that something is wrong 
with the content of syllabuses and methods of teaching 
hygiene both in training institutions of teachers and 
schools for children.” 


There has been little progress since the above was 
written ten years ago. Health education consists of 
the elements of biology, hygiene and sanitary living is 
essential for children and adults alike. Teaching by 
both spoken work and visual impression is necessa 
for illiterate adults. The foundation of health disci- 
pline has to be laid in every home. Careful planning 
is necessary in cooperation with the Education Depart- 
ment to give a practical shape to the scheme of health 
education in different States. Plans found successful 
in other countries can be adopted with modifications 
to suit the needs of our country. The Indian Medical 
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Association can and will provide the meeting 

for official and non-official members of the profession 
whose object in life is to uplift their fellow countrymen. 
The time has come to pull down the wall which stands 
between the official and non-official worlds. 


Before I conclude, I should like to say a few words 
about the indigenous systems. It is true they have 
cast a spell on a certain section of our people. It is 
simply their patriotism which will not allow them to 
see what benefits are derived from the various branches 
of modern medicine in the advanced countries of the 
world. There is also another section of —_ that 
finds it useful for political purposes to let the old order 
of things continue; they make promises to bring cheap 
medical aid to the door of the villager. The influence 
of the ancient systems is a passing phase. It is bound 
to disappear with the spread of health education. Let 
there be one and the best system for the benefit of the 
rich and the poor alike. It is fortunate that the Cen- 
tral Government also bears this view with us. I wi 
the State Governments would follow suit—lI am, etc., 


S. K. Cuaupuuri. 
Ramkali Chaudhuri Road, 
Banaras, May 10, 1951. 


DIABETES WITH LOW URINARY SUGAR 
BUT HIGH BLOOD-SUGAR 


Smr,—With reference to the correspondence by 
S. Ram under the above heading, published in the 
June, ’51 issue of your Journal, I give here in Table I 
a few records of similar cases with high fasting blood- 
sugar in which the morning urine showed little or no 
sugar at all, with my remarks, which will probably 
answer the questions of S. Ram. 


Tasie I 


Fasting blood- Fasting urinary 

Date sugar in mgm. sugar in gm. 
per cent per cent 

29-3-49 282 nil 
20-9-49 251 
12-12-49 
5-7-50 
5-11-50 
8-1-51 


26-1-51 
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REMARKS 


(1) None of these cases were having any homeo- 
pathic treatment. 


(2) The renal threshold in very chronic cases of 
diabetes mellitus if often increased to more than the 
usual normal value of 170 to 180 mgm. per 100 c.c. of 
blood. Sometimes it is as high as 250 to 300 mgm.. 
or more in a certain number of cases, so that there may 
be high fasting blood-sugar with little or no glycosuria. 
In one of Dr. J. P. Bose’s cases blood-sugar as high as 
450 mgm. per cent was seen without coexisting glyco- 
suria. (A Handbook of Diabetes Mellitus and its 
Modern Treatment by Dr. J. P. Bose, Third Ed., 1939). 


(3) This increase in the renal threshold is not due 
to any form of treatment, homceopathy or otherwise, 

may change from time to time in these chronic 
cases (with or without treatment) with the result that 
the same patient may show more sugar in the morning 
urine (i.¢., fasting urine) at a dfferent period of the 
year, compared to the fasting blood-sugar on that date. 
As for example the fasting blood and urinary sugars 
on different dates, of two cases from Table I are given 
in Table IT. 


(4) The nature and significance of this increase 
and fluctuation in the renal threshold value is not well 
understood and whether some zxtiological factors or 
pathological changes cause this increase, it is not defi- 
nitely known. 


(5) The renal threshold is particularly high in 
cases with coexisting chronic nephritis but all such 
cases with increased renal threshold do not necessaril 
have nephritis. In fact, only one (Case No. 3, A.D. 
had a fair amount of albumen with casts in the urine. 
The case reported by Ram had also no albuminuria. 


(6) It is of interest to note that none of the 
cases reported in Table I had any symptoms of ketosis 
or acetone bodies in the urine. 


__ (7) There is no special in these cases with 
high renal threshold and the only —— that can be 
mentioned is that as the urine may be free from sugar, 
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JOURNAL YOU, XX NO. 18, 
Taste II , 
Fasting blood- Fasting urinary 
per cent per cent 
4 18-2-50 324 3-3 
, (D.N.C.) 5-7-50 307 a trace 
6-8-50 322 0-4. 
(S.D.) 1-12-50 192 a trace 1 
‘ 4 8-1-51 276 nil 
31-1-51 333 1-1 
a 5-5-51 307 2-2 
Case No. 
1 
: (K.C.M.) 
2 
(K.L.M.) 
3 
(ALD.) 
4 
(D.N.C.) 
5 
| 
6 
(S.D.) 
7 
(Dr. S. S.) | 232 nil 
\ 
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even in the 24 hours-sample, unless the fasting blood- 
sugar is estimated, the condition may be neglected. 


(8) The principles of treatment of these cases are 
the same as that for diabetes mellitus with lower (nor- 
mal) renal threshold, i.e., to bring the fasting blood- 
sugar to within normal limits (i.¢., below 120 mgm. 
per cent.) by quantitative and qualitative restriction 
of diet alone or along with insulin.—I am, etc. 


R. K. Caakravarty, 
M.B., D.T.M. (CAL.), LT.-COL. I.M.S. (LATE). 


19-6-1951. 
Calcutta. 


“CHEMOTHERAPY OF CANCER WITH PHOS- 
PHOTUNGSTIC ACID AND. PHOSPHO- 
MOLYBDIC ACID PREPARATIONS” 


a previous communication (J. Indian 
M. A., 19:277, 1950) I briefly described results 
obtained with phosphotungstic acid-phosphomolyb- 
dic acid complex preparations in cancer. By 
mixing the phosphotungstic acid preparation (50 
per cent solution of phosphotungstic acid in peroxyl) 
with the phosphomolybdic acid preparation (50 per cent 
solution of phosphomolybdic acid in peroxyl) in 9 
different proportions I obtained and described nine 
complex phosphotungstic acid-phosphomolybdic acid 
preparations called respectively 9:1, 8:2, 7:3, etc., com- 
plex preparations. _The 8:2 complex preparation (pre- 
pared by mixing 8 volumes of the phosphotungstic acid 
preparation with 2 volumes of the phosphomolybdic 
acid preparation) was tried successively in several can- 
cer patients. 1 c.c. of this preparation was adminis- 
tered intravenously with 25 c.c. of 25 per cent glucose 
solution daily to these cancer patients. Relief of pain 
after a few days and slight decrease in the size of the 
growths after about a fortnight were obtained. But 
with this method of administration the veins became 
thickened and cordlike and severe febrile reactions were 
also encountered. The preparation degrades after some- 
time but can be used upto a month. 


I have now been able to try the 9:1 complex pre- 
paration (prepared by mixing 9 volumes of the phospho- 
tungstic acid preparation with 1 volume of the phospho- 
molybdic acid preparation) in a few cancer patients 
and this preparation appears to have even more marked 
anticarcinogenic action. Two patients with carcinoma 
penis were treated with the 9:1 complex preparation. 
The growths regressed in both cases. The 9:1 com- 
plex preparation was prepared from an 1 day old 
phosphotungstic acid preparation and a 20 days old 
phosphomolybdic acid preparation and the preparation 
was administered intravenously buffered with sodium 
bicarbonate and diluted with normal saline. The 
method of preparation is important. The phospho- 
molybdic acid preparation is allowed to mature for at 
least a fortnight ona being used in the making of 
the 9:1 complex preparation but the phosphotungstic 
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acid preparation should not be old. A detailed account 
of this work will be duly communicated.—I am, etc. 


H. N. MUKHERJEE, B.SC., M.B., D.LC., 
Professor of Biochemistry, 
R. G. Kar Medical College. 
Calcutta. 
3-7-1951. 


ALLERGIC MANIFESTATION OF 
ROUNDWORM INFECTION 


_Sin,—With reference to my case notes in the 
April 1951 issue the following points are raised by 
Dr. Karamsing :— 


1. Santonin was administered to the patient when 
no history of round worm was available. 


2. Santonin was not followed by a purgative and 
that was the cause as to why she had not passed 
worms, 


3. No microscopic examination of stools was 
done. 


4. “Complete course” of santonin was not given. 


5. There is nothing interesting in this case be- 
cause allergic symptoms are very common with round 
worm infection and also intestinal. obstruction. 


Regarding first four points, I may state that a 
general practitioner has to make a clinical diagnosis 
and is not usually equipped with a microscope etc. 
History given by patients is very often not helpful. 
Santonin was given on the first and third day (of 
appearing of rash) suspecting round worm infection 
but obviously it could not be followed by a purgative 
because of subacute intestinal obstructiori as that might 
have caused perforation. To give a complete course 
of Santonin it has to be repeated on three consecutive 
er alternative days (Price, page 346, 5th edition). 
Santonin was repeated twice but as on the fifth day 
she had passed worms and was free from symptoms 
it was not repeated. 


Regarding the fifth point I feel that it is extremely 
uncommon to find allergic symptoms and _ intestinal 
obstruction due to worms in the same patient. In text- 
books of medicine these complications are described but 
how often does one see them although one examines 
hundreds of cases of round worm infection?’ How 
often do we see this simple infection missed and 
patients taken to operation theatres for intestinal obs- 
truction? The case notes are published only to bring 
into prominence the facts already mentioned in text- 
books... I am etc., 


N. R. Karope, M.B.B.s. 


Borivli, 
20-4-51. 
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CURRENT MEDICAL LITERATURE 


CHOLECYSTITIS 

Krart anp Wor (Illinois M. J., 96:249, 1950) write: 

Two hundred and ten patients with cholecystitis associated 
with cholelithiasis underwent cholecystectomy in a two-year 
period. The transverse incision was used in 131 cases, and 
the rectus splitting incision in the remaining 79. All incisions 
were closed with an interrupted technic. 

In all cases roentgen studies were made prior to surgery. 
Stones were revealed in 140 cases, in 2 of which there was 
spontaneous passage of gallstones from the gallbladder and 
cystic duct before operation. Fifty-one cases showed a non- 
functioning gallbladder on reentgen examination, and 11 
impaired function. In 9 cases the roentgen appearance was 
normal but stones were found in 7 of this group, and in 2 
chronic cholecystitis without stones. 

The authors believe that surgical removal after proper 
preparation is the best treatment for both chronic and acute 
cholecystitis. Drainage is reserved for cases with 
complications. Three patients were found to have associated 
chronic pancreatitis, which improved following common duct 
drainage. 

Various causes of the “post-cholecystectomy syndrome” 
are discussed, the authors being of the opinion that any of 
them.may produce the same symptoms. They are: (1) stones 
in the hepatic or common duct, (2) development of a neuroma 
in the ligated nerve plexuses around the stump of the cystic 
duct, (3) leaving too large a segment of cystic duct, in which 
stones later form; (4) damage and stricture formation in the 
common duct by removal of too much of the duct; (5) organi- 
zation of a hxmatoma at the operative site, forming duodenal 
adhesions. 

Revrer or Postoperative Patn 


The anzsthetic used to be the worst part of having an 
operation but now the focus of dislike has changed to the 
postoperative period. Pain, particularly after abdominal and 
thoracic operations, is the worst feature of this period, and 
its relief must be a first concern. The favourite remedies are 
morphine and its synthetic substitutes but their value is some- 
times offset by such undesirable side-effects as respiratory 
depression and vomiting. Many alternatives have been sug- 
gested; two very promising ones are intravenous procaine and 
intravenous alcohol: With each of these two methods, how- 
ever, careful supervision is. necessary if overdosage is to be 
avoided. Now Blades and Ford (Surg. Gynec. Obstet., 91 
524, 1950) suggested another rather novel method of relieving 
postoperative pain, which they have used successfully after 
thoracotomy—an operation commonly followed by severe pain. 
Fine plastic tubes made of ‘Aeroflex’ are placed along the 
edge of each of four ribs. bordering-the incision. The tubes 
are held in place with a few fine sutures, and the end of 
each tube is brought out at the anterior angle of the wound. 
Through these tubes, 2 mil. of procaine solution is injected 
every two to three hours. At the same time morphine is 
given, if necessary, for its euphoric effect. These workers 
are convinced that the procaine injections produce very great 
and hitherto unobtainable relief. Paix disappears immediately 
after the injection, and the patients are able to move about 
in bed; and earlier ambulation is possible. The tubes are left 


in situ for nine days, and the wounds’ heal well and’ without’ 


infection—Lancet, 1:223, 1951. 


CHLOROMYCETIN AND AUREOMYCIN. IN 'ProcToLocy 

Cantor (Am. J, Digest. Dis., 17 :340, 1950) pon -in the 
following lines the summary of his observation: ni 

Aureomycin. and chloromycetin increase the, range of 
antibiotic therapy in proctology. The use of aureomycin -for 
pre-operative preparation appears encouraging. Howeyer, 
there are conflicting reports. 

Both aureomycin and chloromycetin have been employed 
in the treatment of chronic non-specific ulcerative ¢olitis. 
Again, the results are encouraging but not specific. The same 
may be said for the therapy of Salmonella infections. : 

There is also suggestive (but not final) evidence to 
indicate favourable results in the use of aureomycin for the 
therapy of Endamoeba histolytica infections. 

Aureomycin has been most successful in the ‘treatment 
of streptomycin-resistant granuloma inguinale _ patients. 
These patients also respond well to chloromycetin. . Either 
aureomycin or chloromycetin may be taken orally, and this is 
a major advantage over streptomycin therapy. 

Both aureomycin and chloromycetin have demonstrated their 
value in lymphogranuloma venereum patients. -Evidences of 
improvement are seen both symptomatically and upon pro- 
toscopic examination. 

Chloromycetin has also been employed in gonococcal 


proctitis and in luetic lesions. However, clinical evaluation is 7 


not yet complete. 
In general it may be said that both antibiotics are welt 
utilized orally, and well tolerated. 


.or Pregnancy 


Purdie. (Practitioner, %65:301, .1950) in doting with 
treatment of vomiting of pregnancy writes: 

Morning sickness—Most. of the cases require no treat- 
ment at all. In others, small dry mealsof high carbohydrate 
content with extra sugar or glucose, drinking of adequate 
fluid between meals, and avoidance of fats, are recommended. 
The munching of a dry biscuit before raising the head. from 
the pillow may help the suggestible patient. 

Hyperemesis gravidarum—The patient should be removed 
fo a hospital where firm handling is essential. No visitors 
should be allowed. Quite insistance that the patient should 
clean up the vomit may have a salutary effect. Failing this, 
all oral ingestion should be forbidden and continuous intravenous 
administration ‘of 6 pints of 5 to 10 per ‘cent glucose saline 
in 24 hours should be resorted to. Vitamin B, 10 mgm. daily 
by intramuscular injection should be given to prevent neuro- 
logical complications. Sleep should be. secured by.-parenteral 
sedative like paraldehyde. After 24 hours without vomiting, 
small quantities of barley sugar may given, ard” after 
another 48 hours, intravenous therapy should be abandoned 
and fluid carbohydrate given by mouth. Thereafter normal 
diet should be gradually resumed. -If. vomiting -recirs the 
whole line of treatment should be repeated. In:these serious” 
cases, a sl must be kept on the weight loss, pulse rate, 
pyrexia, fall cf blood pressure, jaundice étc. If these signs’ 
worsen termiration of pregnancy miust be called fer. The | 
stage in which ocular palsie, delirium, and coma:écour, shotild | 
never be allowed, for recovery. would then. be -highly-impre~- 
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bable and termination of the pregnancy at that stage would be 
of no avail. 


PostPARTUM HAEMORRHOIDS 


Ayers AND Stone (Med. Times, 78:573, 1950) in report- 
ing on 79 cases of postpartum hemorrhoids treated in the 
obstetrical ward observe: Of these, 16 were chronic (existing 
prior to pregnancy), 41 were acquired during pregnancy and 
22 were acute cases (onset during delivery). All cases were 
treated with suppositories containing benzocaine, ephedrine 
hydrochloride, oxyquinoline sulfate, bismuth subgallate, balsam 
Peru and cocoa butter. Only 3 of the subacute cases and 6 
of the chronic cases did not respond to this method of treat- 
ment. The suppository was effective in all of the 22 acute cases. 


During the course of the study, the use of these suppo- 
sitories to induce the first postpartum bowel movement in 
normal patients were considered, in contrast to the usual proce- 
dure of administering an enema. 320 cases were treated with 
the suppository and 328 cases were given the customary enema. 
299 of the 320 cases treated with suppositories responded 
favourably, while 21 required additional means to induce 
bowel movement. Of the 328 cases in which the enema was 
employed, 304 responded satisfactorily. 

In those cases treated with suppositories, however, it was 
noted that an average time of only 5 minutes was required 
for the nurse to attend the patient, whereas when the enema 
was given, the average attendance time of the nurse was 
23 minutes. 

The patient to whom the suppositories were administered 
stated that they felt very comfortable during defecation and 
preferred this method to the enema. 


ANTIBIOTICS IN OPHTHALMOLOGY 


Maxwett (Lancet, 2:920, 1950) at a meeting of the 
ophthalmology section of the Royal Society of Medicine 
remarked on the relative specificity of penicillin, streptomycin 
‘Aureomycin,’ chloramphenicol, and ‘Terramycin’; and he 
brought out the advantages sometimes of administering more 
than one antibiotic. 

That the results obtained in systemic affections cannot 
readily be applied to the eye was emphasised by Prof. Arnold 
Sorsby. He pointed out that opththalmologists readily adopt 
the concept of the eye as functionally a double organ 
with a dioptric apparatus and receiving mechanism. But 
pharmacologically, too, the eye is a double organ: the 
lids, conjunctiva, adnexa, and sclerotic may be grouped with 
the other systems to which the general rules for administration 
of antibiotics apply; but in the avascular part of the eye—the 
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cornea and the aqueous and vitreous humour—a lower con- 
centration results from systemic administration of antibiotics. 
The blood-aqueous barrier is responsible for low concentrations 
in the aqueous and vitreous, and indirectly in the cornea. 
In using the newer antibiotics the lessons from the use of 
penicillin have to be borne in mind. Against eye infections 
systemic administration of penicillin is not particularly effective. 
Local application seems to offer some promise; but drops 
are readily washed out, and ointments are only a little better. 
The most effective method of application is undoubtedly sub- 
conjunctival injection, which causes a depot of the agent to 
persist around the eye for some hours. If adrenaline or other 
vasoconstrictor is added to the subconjunctival injection the 
intra-ocular level is both higher and more persistent. With 
a dose of 1 million units of penicillin subconjunctivally, the 
concentration in the vitreous is almost as high as that achieved 
by the introduction of 5000 units directly into the vitreous. 
These results also apply to streptomycin, and probably also 
to aureomycin and chloramphenicol, though the behaviour >f 
these last two drugs is very different from that of penicillin 
and streptomycin. For the present it seems that with these 
agents subconjunctival injection is still the method of choice; 
unlike penicillin and streptomycin, however, aureomycin, 
chloramphenicol, and terramycin are relatively insoluble, and 
existing preparations are fairly irritating. Professor Sorsby 
and Dr. N. Bailey have found that in the proteolytic type of cor- 
neal ulcer due to gram-negative bacilli good results are obtained 
by subconjunctival injection of streptomycin (0-5 g. in 1 ml. 
of solvent containing 10 minims of adrenaline); and this is 
a valuable addition to the control of cornal infections. Strepto- 
mycin systemically, said Professor Sorsby, has a definite place 
in the treatment of tuberculous keratitis and phlyctenular 
ophthalmia; in phlyctenular ophthalmia it both cuts short an 
acute attack and reduces the risk of recurrence. Sorsby and 
Bailey have found streptomycin of little use in iridocyclitis and 
in Eales’s disease. 

The effect of aureomycin on trachoma, superficial punctate 
keratitis, dendritic ulcer, and disciform keratitis was discussed 
by Mr. Derek Ainslie. Systemic administration has not proved 
particularly valuable. Trachoma has responded to auroeomycin 
locally, while two cases of disciform keratitis did well on 
subconjunctival injection of 5 mgm. Dr. Ruby Joseph like- 
wise reported a good response, in a case of disciform keratitis, 
from two injections of 10 mgm. of aureomycin. Nevertheless, 
the irritative reactions are an almost definite contra-indication 
except with pure aureomycin, which she was able to use in 
her most recent case of epidemic keratoconjunctivitis—Lancet, 
2:920, 1950. 


XXVIII ALL-INDIA MEDICAL CONFERENCE 


The 28th All-India Medical Conference will be held in February 1952 (instead of December 1951) at Ahmedabad. 
The Scientific Section will include Symposia on the subjects of Diabetes, Burns and Family Planning. 
Contributors to the Scientific Section are requested to send the title and synopsis of their papers by 15th October, 


“Zwo typed copies of the papers should also reach the Secretary of the Scientific Section of the Conference at the 
‘Prarthana ‘Samaj Hall, Raikhad, Ahmedabad, by 30th November, 1951. 


3 
a 
‘ : 
} 
t 4 


NEW 
CHEMOTHERAPEUTIC AGENT 


acainst TUBERCULOSIS 


* No incompatibility 

* No toxic effect—Perfect tolerance 
* No antivitaminic action 

* No accumulation in the system 


* No gastric upsets 


SEROCHIMIE S. A., GENEVE : 
, Detailed literature from SCHWEIZHIND (Overseas) AGENCIES—AGRA 


For Chemotherapy 
in 
gastro-intestinal infections............ 


ENTEROCID 


| ( P-Phthalyl Amino-Benzene-Sulphonacetamide ) 

A powerful intestinal antiseptic and potential drug against intestinal 
infections (cf. Herneken and Seneca, Rev. Gastroenter 1948, 15, 611 ; Seneca 
and Henderson. Amer. J. Trop. Med. 1949, 29, 425 ; Wright, Canad. Med. 
Asso. Jour. 1949, 61, 63; Basu, Mukherjee & Bose: J. Ind. Chem. Soc. 1950, 27, 
397). It is virtually nontoxic and provides minimal absorption with thorough 

| bactericidal action. 

Issued in phials of 30 & 100 tablets of 0:5 gm. each. 

| Samples are available to the Medical profession for clinical trial. 

| 


Manafactured by 


Bengal Immunity Co.,Ltd. | 


Calcutta—13 


When replying, please mention the Journal of the IndianMedical Association 


J. I. M. A. ADVERTISER xxXxv 


— 
| : 
| 
] 
— 
‘ 
4 
| 
| 
| 
| 
} 


J. I. M. A. ADVERTISER 


Nava 


The persistence of threadworm infestation and 
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the use of an anthelmintic with a low toxicity 
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I TRAVANCORE-COCHIN MEDICAL CONFER- 
ENCE—The First Annual Conference of the Travancore- 
Cochin Medical Association (Provincial Branch of the Indian 
Medical Association) was held at the Krishnavilas Palace, 
Ernakulam, on 31st October, 1950. 

The Business Session of the Conference met at 10 a.m. 
with Dr. C. O. Karunakaran, Vice-President of the Associa- 
tion, in the chair. About 150 members from all over the State 
attended the meeting. Among the visitors were Drs. S. C. Sen, 
R. A. Amesur, A. K. Sen and A. P. Mittra. 


The annual report for 1949-50 showed that the strength 
of the Association had risen from 237 members and 6 branches; 


at the commencement of the year to 356 members and 8 - 


branches, and that the Provincial Association which was 
confined entirely to the State of Travancore had been inte- 
grated with the Cochin Medical Association soon after the 
political integration of the States of Travancore and Cochin 
took place. After the report was adopted the audited state- 
ment of accounts was presented from which it was seen that 
a contribution of Rs. 680/- had been made to the Fund for the 
relief of displaced doctors. 

The office-bearers of the previous year were then unani- 
mously re-elected as office-bearers for the next year. They 
were: 

Dr. Jacob Taliat—President; Rajyasevanirata Dr. C. O. 
Karunakaran—Vice-President; Dr. A. I. Simon—Vice-Presi- 
dent; Dr. R. Kesavan Nair—Hony. Secretary; Dr. K. M. 
Kesavan—Hony. Joint Secretary; Dr. S. §. Pillai—Hony. 
Treasurer. 

At the request of the President, Dg. S. C. Sen made a 
brief speech in which he gave an account of the activities cf 
the Medical Associations in Great Britain and America and 
how I.M.A. had to go a long way to get on level with these 
Associations. 

In his concluding remarks, the President stressed the need- 
for enlisting every registered mdical practitioner in the State 
as a member of the Association so that the Association could 
speak more effectively on behalf of the profession which was 
so essential in these days of transition when the future of 
modern scientific medicine was threatened by various reaction- 
ary forces. 

The General Session began at 2 p.m. The Conference was 
inaugurated by Dr. Chamanlal M. Metha. Dr. Jacob Taliat, 
the President of the Association, presided. 


The Chairman of the Reception Committee, Dr. A. I. 
Simon, welcoming the delegates and the distinguished visitors 
referred to the shape of things to come, when, “one by one, 
the artificial barriers which are the standing monuments of 
man’s narrow-mindedness, selfishness and greed, will disappear, 


- 


just as the boundaries between Travancore and Cochin have 
been effaced, and we shall become members of a World State, 
devoted to the advancement of science and service to mankind.” 
He then added: “Ours is a very ancient State and in the 
good old days a prosperous people with a civilisation and a 
culture of their own attracted the western nations for the first 
time to these shores of India. In and around Ernakulam and 
Cochin there are ancient temples, churches, synagogues and 
other places of interest. Nature has lavished her beauty on 
our State. In the matter of literacy we stand foremost among 
the States of India, specially in female education.” 


Dr. Simon’s welcome address was followed by the inau- 
gural address of Dr. Chamanlal Mehta. In his address Dr. 
Mehta said, “It is the primary duty of every State to maintain 
and promote the health of the people. But in the present 
transitional state of our country’s political progress, very little 
attention is being paid to it. The Central and most of the 
State Governments have effected drastic cuts in the health 
departments with the result that not only no expansions are 
being possible, but even the scanty facilities that existed are 
being still more restricted. The State Governments find 
money for many of their pet schemes, but they have no money 
for the health of the nation. What is the duty of the Indian 
Medical Association under such circumstances?” 


“It is time that if the I.M.A. desires to serve the people, 
it should take up the task of bringing home to the people 
what is good for them in matters of medical relief and public 
health measures. It should prepare them to put forward their 
demand before the Government. The rural population must 
make it clear to the authorities that their life is in no way of 
less value than that of the people in urban areas and that they 
should stop thinking that inefficient type of medical relief and 
public health measures are good for the rural areas.” 


“The General Practitioner—the back-bone of the pro- 
fession is the one, who has the privilege and opportunity to be 
in close touch with the patient and is well acquainted with his 
surroundings and psychological attitude. It is he, who watches 
from day today the onset and progress of the disease and 
actions and reactions of the therapy adopted. A General 
Practitioner, therefore, is very well qualified to speak on various 
diseases discussed at these conferences. His observations and 
experiences are very valuable in assessing the factors of diag- 
nosis and treatment. The General Practitioner is almost a 
speciality by himself. Efforts are being made in other 
countries to recognise the General Practice as a speciality and 
to organise special training facilities for it. In the west, the 
General Practitioners are frequently found to be active in these 
scientific Conferences in presenting their observations and th~* 
difficulties. A practitioner in the rural area alse” ®dopts 
scientific and observant attitude in his practice «#4 keeps de- 
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tailed notes of the cases and collates them, and is ready to 
discuss the same with the high-brows in the profession. A 
General Practitioner can contribute a great deal towards such 
clinical research. -I hope, the General Practitioner in India 
will also develop similar attitude and habit. Our future pro- 
vincial conferences must bring out a large number of General 
Practitioners to read papers and open discussions on various 
diseases they deal with.” 


The Scientific Session began at 4-30 P.M. and was 
inaugurated by Dr. S. C. Sen. 


Dr. Sen in his address compared, in general, the trends of 
medical education and practice in Europe and America with 
the existing state of affairs in our country and showed the 
vast distance which separated us from these advanced countries. 
He stressed in particular the great need for developing our 
rural health service and giving a social bias to medical prac- 


tice. 
The following papers were read before the Conference :— 
we (i) “Our Public Health Problems” by Dr. N. Krishnan 
. Tampi, (ii) “Epilepsy” by Dr. N. P. Venkiteswara Iyer, and 


(iii) “Tleo-ceecal Intussusception” by Dr. R. Kesavan Nair 
Each paper was followed by discussion in which several mem- 
bers took part. 


After the concluding remarks of the Chairman, Dr. C. O. 
Karunakaran proposed the thanks of the Association to the 
distinguished visitors, especially to Dr. Chamanlal Mehta and 
Dr. S. C. Sen for inaugurating the two Sessions of the Con- 
ference and to the other Working Committee members of the 
Indian Medical Association for attending the meeting. He 
also paid a well-deserved tribute to the Cochin Local Branch 
for the very excellent arrangements they Had made for the 
Conference and for treating all the delegates and members as 
their guests. He said that the thanks of the Association were 
due also to the Travancore-Cochin Government for placing the 
beautiful Palace at their disposal for holding’ the Conference 
and for treating some of the distinguished Visitors as State- 
guests. 


The sessions ended at 8-30 P.M. Then followed the 
Annual Dinner in which all the members participated. 


RESOLUTIONS PASSED 


1. Condolence—The Travancore-Cochin Medical Asso- 
ciation places on record its feelings of profound sorrow on 
3 the irreparable loss which the medical profession in India and 
— the Indian Medical Association in particular have suffered by 
the sad demise of Dr. K. S. Ray, one of the founder-mem- 
bers of the Association which he had served as Honorary 
General Secretary, President and the Editor of the Association 
Journal. 


2. Medical Education—This meeting places on record its 

full concurrence with the views expressed by the Hon’ble 

Prime Minister and the Hon’ble Health Minister of India ct 

2h... the recent Health Ministers’ Conference, and the resolution 
pted at that Conference, that every. medical graduate in 
whatever the system he might practise, should have 
.a complete course of instruction in modern medi- 
. standard. The meeting commends this 


SUPPLEMENT 


resolution to the Travancore-Cochin Government and the Uni- 
versity of Travancore for early acceptance and implementation. 


3. Medical Council—This meeting welcomes the declara- 
tion made by the Travancore-Cochin Government that a sepa- 
rate Medical Council will -be constituted for modern (Scientific) 
medicine and requests the Government that the Medical Prac- 
titioners’ Act be extended to the Cochin area also as early as 
possible. 


4. Drug Control Act—This Conference is of opinion that 
in the interest of public health, our Government be requested 
to enforce immediately the Drug Act of 1940 and Pharmacy 
Act of 1948 in this State. 


5. Sales Tax—Resolved that the Travancore-Cochin 
Government be requested to declare that the dispensing of 
medicine by doctors to their patients does not come within 
the ambit of the Sales Tax Regulations for the following 
reasons : 


(i) That doctors cannot be sellers of medicines and if 
they do so, they will be contravening the concepts of medical 
ethics by which they are permitted only to dispense medicine 
to their own patients which is not sale of medicine. 


(ii) That the enquiries made by the Council of the Asso- 
ciation have shown that dispensing of medicines by doctors 
i§ not considered to come within the Sales Tax Regulations 
elsewhere. 


(iii) That medical practitioners are not wholesale dealers 
but they only dispense medicines on which sales tax has already 
been paid not only by the importing firms but also by the 
chemists and druggists who are intermediary suppliers to medi- 
cal practitioners. 


6. Honorary System—Resolved that the Travancore- 


Cochin Government te requested to introduce the Honorary 


System of medical service in the State Hospitals on the lines: 


existing in Madras. | 

7. Change of Nomenclature—Resolved that the Govern- 
ment be requested to substitute the term ‘Modern Medicine’ 
instead -of ‘Allopathy’ and the term ‘Indigenous Medicine’ 
instead of ‘Indian icine’ in all official correspondence as 
has been suggested by the Central Government and already 
accepted by the Madras Government. 


8. Public Health Department—The members of _ the 
Travancore-Cochin Medical Association view with regret and 
disappointment the inadequate scale of pay now granted to the 
medical officers in the Department of Public Health, and re- 
solved unanimously to request the government to upgrade 
their scales of salary so as to bring them in line with the 
revised ‘scales now sanctioned for the Medical Department 
and suitably compensate them for their lack of opportunities 
for private practice. 


9. Medical Department—This Association while thanking 
the Government for the reorganisation scheme recently intro- 
duced in the Medical Department, resolves to point out that 
the benefits now granted fall far short of the legitimate de- 
mands of the persons in service to have their status and 
emoluments raised to the level which their compeers in other 
States enjoy. 
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Some Clinical Findings on 
“SILEDIN" 


Case 1. Mania. 


Sex—female. Age—40. 
Complaints in the words of the patient: 
Loss of temper-maniacal outbursts-loss of appetite. 


Clinical symptoms: 
Insomnia, mania, rolling, abstinance of food, hostile attitude to everybody particularly 
of her 


ae her daughter-in-law and mother-symptoms more marked. in the presence 
Previous treatments and results: 

Treated with C£strogenic hormones and Phenobarbitone. 
Treatment with SILEDIN: 

Only SILEDIN has heen given with good results. 
Special remarks and suggestions: 

Epilepsy for number of years. 

Hysterical element also for many years. 
Case 2. Schizophrenia. 


Occupation: Male nurse in mental hospital. 

Complaints in the words of the patient: 
Insomnia-fear as if police is following-nearest and dearest appeared as enemies-suspicious 
as if he would be poisoned-blankness in head. , 1 

Clinical symptoms: Vacant face-dyspepsia-tender hepatic region. 

Previous treatments and results: 
Electric shock therapy-temporary improvement. 


Treatment with SILEDIN: 
Has been taking SILEDIN and LEPTADEN for the last one month with definite 


improvement—no other treatment prescribed. 


Special remarks and suggestions: ~ 
The patient says “there is great relief after taking medicine. I am taking it regularly for 
. the last 15 days. I am getting very good sleep. Indigestion is cured and get regular 
motions. Head remains. very calm.” After about two months he says “I am feeling 


complete relief by the treatment.” 


Case 3. Melancholia. P| ° 
Sex—female. Age—30, Occupation—Housewife. 
Complaints in the words of the patient: ' 
her—she had suicidal tendency and 


The patient has vision of ghosts trying to strangle 
attempted once to jump down from second storey. 
The patient has frightened appearance—a trifle pale in complexion—in the middle of 
investigations she gets eructations of loud character and gets tremors of feet and hands. 
Blood and other reports: 
Secondary anemia—R.B.C. 3,850,000. Hgb—85%. 


Treatment with SILEDIN: ‘ 
The patient was put on LEPTADEN initially and then on SILEDIN and improved 


remarkably. Other placebos were tried on some days when the patient was 
instructed to cease taking SILEDIN. The patient herself attributed that whenever 
she used to take SILEDIN tabs. she was free from her symptoms. 


Special remarks and suggestions: en 
For the last one month the patient is free from all hallucinations. 

PACKINGS 

SILEDIN :—50, 100, 500 Tabs. LEPTADEN :—56, 112, 500 Tabs. 

“Cases and Comments”, Nos. 2, 3 and literatures from— 


LARSIN PHARMACEUTICALS (INDIA) Post Box 14—BOMBAY 1. 


replying, please mention the Journal of the Indian Medical Association 
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in any case. 


Whatever the cause of iron deficiency anaemia, Fersolate provides the certain, 
simple answer. Fersolate was the first tablet to combine iron, copper and manganese 
“and has held a unique reputation with the medical profession for sixteen years. 
Specify Fersolate in all iron deficiency ias—specially iron deficiency anaemia 
of pregnancy, - idiopathic hypochromic anaemia, anaemia following blood loss, 
anaemia in childhood and adolescence and also as a supplement to treatment in 
cases of macrocytic anaemia where iron deficiency is present. 


GLAXO LABORATORIES (INDIA) LTD. BOMBAY * CALCUTTA * MADRAS. 
Copyright LAS. (8) 


HIGH POTENCY 
MULTI-VITAMIN 


Inadequate or unbalanced diet often results in deficiencies 
of more than one vitamin. Becadex high-potency multi- 
vitamin tablets provide a ready treatment for such multiple 
Jeficienci 


Restricted diets imposed by illness, both acute and 
chronic, like fevers, peptic ulcers, obesity and diabetes 
should be supplemented. 


always 
In failure of absorption due 
to gastrointestinal disease 
i needs 


In bottles of 25, 100 and 500 rabless. 


GLAXO LABORATORIES (INDIA) LTD. BOMBAY « CALCUTTA « MADRAS 
Copyright 


When replying, please mention the Journal of the Indian Medical Assoetation 
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Subscription: 
‘Antiseptic Rs. 7-8. Sh. i i i. 
Both together Rs, 9. or 18 Sh. a year. 
The Manager, ‘ANTISEPTIC,’ :: 323-24, Thambu Chetty St, :; Pest Box 166, MADRAS - 1. 
T’phone : 2163. 
LONDON : 
Mr. A. Vernon Keith, 


24-27, * Holborn, 


THIODIAMINE te, est Flemer and Sonne types. 


LAR NTE 1. Short treatment aad prompt control of the disease. 
SAO ee ne 2. Low dosages. Five to six tablets (doses) effect 
clinical cure. 
3. Perfect tolerance with a wide safety margin. 
Hence best suited to infants and children. 
4. S$ ge of irregular discharge of bacteria 
requently found in stools of cases treated with 


other drugs. 


AND ALSO IN CHOLERA :— 

1. Checks vomiting promptly. 

2. Prevents further tissue dehydration by retention 
of fluid freely supplied by mouth. 

3. Exerts bactericidal action both in vitro and in 


vivo. 
4. Co-operates with nature to neutralise toxins and 
combats toxemia. 
5. Is well tolerated by all young, old and 
debilitated. 
Thiodiamine has been tried in several hospitals and 
sey been highly spoken of. 


For full particulars write to : 
AEON CHEMICAL INDUSTRIES LTD., 


replying, please mention the Journal of the Indian Medical) Association 
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55, Canning Street, CALCUTTA-l. 
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The Best Polyvalent 
Preparation of the 
Sulphonamide Series. 


For the treatment of 
Aerobic & Anaerobic 
Infections. 


Original Packings : 
Tubes of 20 and 
Bottles of 250 tablets 

of 0°5 g. 


» Bayer« Leverkusen 
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. Sole Importers in India: CHOWGULE & CO., (HIND) LTD., iil 
Lentin Chambers, Dalal Street, Post Box 1478, Bombay 1. > 
“e Branches ; Post Box $943, Calcutta 13, Post Box 1743, Madras 1. 


LI. M. A. ADVERTISER 


Better value for your money 


tBeacon products are greatly in demand 
today because they cost so 

little and yet compare in efficiency 
and accuracy with any leading make. 
And what a variety of products — 

all so moderately priced, 


Available from all Medical and Surgical dealers. 


If supplies are unobtainable, please write to: Saiga & Co. 105; Apollo St., Bombay. 


OF VARIOUS KINDS FROM 
& 


lying, please mention the Journal of the Indian Medical Association 


L 
VEGETABLE LAXATIVE, DECONGESTIVE, : 
ANTISPASMODIC, SEDATIVE & TONIC 4 
BIRLA LABORATORIES, GALCUTTA : 
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BIOFOL,. FORTE 


Vitamin B Complex with Folic Acid and Vitamin B Twelve 
FORMULA 
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per cc. 


Thiamine Hydrochloride 20 
Riboflavine on 1 
Calcium Pantothenate asd 4 

i 2 


Pyridoxine H 
FOLIC ACI 
CRYSTALLINE VITAMIN B 12 megms, 
OUTSTANDING FEATURES 
@ Contains all factors of B Group. 
@ Choice Concentrations. 
@ Well tolerated. 
@ No pain or side effects. 
W ¢ere Vitamin B complex is indicated we suggest the whole group. 


PACKING 
Rubber i 10 cc. vials. 


Inquiries to :— 


MAC LABORATORIES LIMITED 


98, Sheikh Memon Street, Bombay 2 
Grams: MACLON Telephone : 34551 


\ AN APPRECIABLE PROGRESS IN ANTIHISTAMINE THERAPY 
NY The Entirely Novel Antihistamine 


( p-aminosalicylic acid salt of l-phenyl-l-pyridyl )-(2)-3-dimethyly—aminopropane 


Best tolerated, least toxic 
Longer lasting effect (up to 8 hours) 
Free from side-reactions. Much more economical 


Tablets : 10’s & 20's Inject ions : 5X2 cc. 


FARBWERKE HOECHST 
Frankfurt (M)-Hoechst 


Literature on request from 
Sole Importers : FEDCO LTD., 241, Princess Street, Bombay-2. 


When replying, please mention the Journal of the Indian Medical Association 
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evident. 
therapeutic action of QINARSOL in Malaria. i malarial 
i were undertaken to find the compar- and prolonged blood level co:centration. The 
ative concentrations of Quinine in blood levels of Pyrazolone group attached to Qinarsol further has the 
‘ fowls after the administration of Qinarsol, Quinine added advantage of bringing down temperature immediate- 
Bihydrochloride and Quinine Bisulphate. The ly after administration of Qinzersol, thus doing away with 
| gesults (average of several experiments) are shown the necessity of resorting to Diaphoretic mixtures. me, 
; im Fig. 1. The readings clearly show that while 
Quinine in the form of Qinarsol reaches a very THOTT “li 
high concentration in blood (4 mg. per litre) which a 
falls after 6 hours to 2 mgs. and remains et 1.5 mg. sss 
upto 24 hours, the Quinine concentration after ad 
: ministration of the other two salts reaches a much ses 
j lower optimum concentration and becomes almost sd 
; negligible within 24 hours. In all these experiments . 
100 mgs. of each different substance per Kg. weight 
of the fowl were used in 1 cc. injections. s 
Ses 
~— The results fully demonstrate that Qinarsol F 
rapidly reaches maximum blood level concentration 204 
which remains at a fair level for long periods. If + 
we take into consideration the fact that 100 mgs. 1s ARSOL 
of Qinarsol used per Kg. weight contain only 39 mgs. ttt : 
of Quinine whereas 100 mgs. of Quinine Bisulphate 10 “QUIN 
contain 59 mgs. of Quinine and 100 mgs. of Quinine : ; Pua 
LABORATORIES RTT TTY 


BOMBAY, 8. 
AND MEDICAL SAMPLES OM REQUEST 


LITERATURE 


“CIPLA Sales Depot,” P-33, Ganesh Ch. Avenue, Calcutta—12. 
Ping, please mention the Journal of the Indian Medical Association 
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CALCHEMICO’S 
Chemo-therapy for Respiratory Disorders 


DRAKSHINA—A remarkable selective tonic for its prophylactic and remedial 
effects for respitatory catarrhal affections. Drakshina acts as a specific 
in congestive conditions of upper and lower respiratory tracts, such as— 
common head colds; coryza, nasal, pharyngeal, laryngeal, and bronchial 
catarrhs due to exposure and infections, influe etc. 


CALCINA—A double-salt of Calcium-sodium lactate combined with organic 


_ Calcium — and Vitamins A & D to correct Calcium Deficiency 
and associated complaints. Vitamins A and D have been added to our 
original Calcina, in order to enhance Calcium utilisation, 


CALCIUM LACTATE TABLETS—5 grs. each and 


CALCIUM GLUCONATE TABLETS—7} grs. each 


for Calcium therapy in uncomplicated cases. 


NOKUFF-—An ideal remedy, superb in its action for respiratory diseases due to 
chills and exposure or bacterial infections of the respiratory tract. The 
harmacopoeial ingredients of Nokuff are Terpene Hydrate, Thiocol, 
Icium gluconate, Ephedrine Hydrochlor, Codeine Phosphate etc.. 

(Also available without Ephedrine). 


CHEMO-THERAPY FOR MALARIA - 


ANTIMALOID Tablets :—Composition :—Quinine bi-hydrochloride, Heematinics 
and specifics against parasites in the blood, the liver, and other or in 
such a way as to enhance the anti-parasitic properties of the soluble Ouinine 
and avoid the undesirable effects of either large doses of Quinine or of Synthetic 
antimalarial preparations. 

PLASMOCID Tablets :—Consist of the antimalarial principles of Alstonia and allied 
indigenous adjuvants for chronic and latent cases. 


SOL. QUININE BI-HYDROCHLORIDE ampoules :—Standardised and controlled 
by a special technique. Put up in 5 & 10 gr. sterile ampoules. 


Detailed literatures on request 


THE CALCUTTA CHEMICAL CO., LTD. 
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~ VITAMIN B-COMPLEX 


ISSUED UNDER THE TRADE NAME 8-COm: 


ee the full complement of Vitomin ny eat factors in optimum proportions 
wt ISSUED IN 3 VARIETIES 


ELIXIR INJECTABLE 


TABLET 


O INDIAN HEALTH INSTITUTE & LABORATORY, otis: "1 


Manufacturers of Specialities, Biological, Pharmaceuhcol & Chem 


DUM DUM CANTT. CALCUTT 
_Calcura 


149, Broudway, Madr Panbaza’ (Jullunder 


“GLUCOSALING 


5% Glucose in Normal 
Saline (Pyrogen-free) 
For intravenous, intra- 

muscular hypodermic or 

rectal administration. 
Indicated in : 


Each fluid ounce contains :— 


Ferri et ammon citrate 60 grs. 

Shock, loss 
Potassium glycerophosphate » other emergency condi- 
Calcium Glycerophosphate ... oa 4% tions. 
Copper & Manganese one +» Traces AVAILABLE IN 540 C. C. TRANSFUSION 
Strychnine Hydrochloride ... 1/200 grs. BOTTLES COMPLETE WITH ATTACHMENT 
Vit Bi 2000, 
Vit Be $82001.U. 
Vit C _ 100 Mg. 


Indicated in all cases EAN anaemia, anac- 
mia during pregnancy, anaemia of children and nutrition. 


ALSO MINRON WITH FOLIC ACID 
8 mgs. per fl.oz. (for Pernicious Anaemia) 
FOR DETAILED LITERATURE. 


PASTEUR LABORATORIES LTD. 
CALCUTTA 6. 2, CORNWALLIS STREET, CALCUTTA 6 
PHONE : 8. B. 3346 TELEGRAM: “PASLAB’’ 
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ADVERTISER 


THE 


SCIENTIFICINDIAN GLASS CO 


6 CHURCH LANE - CALCUTTA 


CALCUTTA CLINICAL 
q RESEARCH ASSOCIATION 


CALCUTTA 


For a SPEEDY recuperation of the 
convalescent and a quick energisor 
of the rundown 


Aryan’s 


VIMO-VINE 


the DRUG OF CHOICE 


It is a phosphate - iron - vitamin tonic 
in 
Grape juice base 


Descriptive literatures supplied on request* 


ARYAN DRUG HOUSE LTD. 


(Manoafacturers of Pharmaceutical Drugs, 
Specialities and Injectables) 
CALCUTTA - 2. 


BERUBIGEN, S. S. 


Vitamin B12) 


ative ia — 
Stimulating red blood cell 
regeneration 
Addisonian pernicious anemia 
Nutritional macrocytic anemia 
Tropical sprue 
Macrocytic anemia of infancy 
Literature on request from— 
Sole Sales Distributors : 

T. M. THAKORE & CO., 
43, Churchgate Street, 
Fort, Bombay 1. 
Branches throughout : 
India — Pakistan — Burma 
Ceylon and at Singapore S.S. 


The treatment for 
FACTOR TO BUILD THE 
| \ MODERN LABORATORIES | 
| ~~ 
| : 
10 cc. size vials 
Is Each c.c. contains ¢ 
Bi2. 
| 
| USA | 
| 
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251, Hornby Road, BOMBAY. 


— Available at leading Chemists. Literature 
~~ 2 and clinical sample on request. SERPINA 
manufactured by Himco Laboratories 


who gave you DIABETOX, MALA- 
RINA, LEUCOL, KURCHINA etc. 


Vitamin B, : 10 mgm., B. : 5 mgm., B, : 2 mgm., ] 
Calcium Pantothenate : 4 ., Acid ‘Nicotinic : ’ 
: 500 mgm., 


ARE REQUIRED 


A Balanced Elixir containing 
VITAMIN B-complex. 


VITA-BIOL 


Each ounce conteins 


25 mgm., Sodi Glyce: 
with 
Liver Ext., Folic Acid. in a base 
rich in natural Vitamins B. 


RN DRUG HOUSE 
URING & RESEARCH LABORATORY 


a-25 | 


MOD 


MANUFA 


ASHUTOSH MUKHERJEE ROAD, CA.CUgT 


PROTEOLYSED LIVER EXTRACTS 


With Vitamin B-Complex 


NAVA-HEPON 


Prescribe with confidence :— 
taste for oral administration 
sed of all aminoacids including Methionine, Sodi-Gly- 
cerophosphate, Formate, Glycerine & Alcohol. 
Growing appetite, sense of well being and freedom from 
gastric irritation are the immediate effect of this pre- 
paration, which successfully combats malnutrition and 
meets with almost all the protein deficiencies and pro- 
~ — motes the power of healing after operation as well. 
Sold in 6 oz phials. 


Full particulars from :— 


CALCUTTA POLYCLINIC LTD. 
6-A, S.N, Banerjee Road, Caleutta 13. 


| Palatable and Standardised Protein Hydrolysate 
PROTOGEST 


Navaratna Pharmaceutical Laboratories } 
P. B. No. 13, Mattancherri, P.O. ) 
COCHIN. 


MODERN PHARMACOLOGY 
AND THERAPEUTIC GUIDE 


By Rai Dr. A. R. Majumdar Bahadur 
Eighth Edition, Sept. 1948 


many. very di h P 

All these and in addition, Ind. Pharm. 

of Extr. , Patent (nd drags 


A Concise Encyclopedia of Drug Informations. 
Demy. 768 Pages. Price Rs. 12/8, Postage As. -/12/- 
SCIENTIFIC PUBLICATION CONCERN 
9, Wellington Square, Calcutta 13 
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WHEN THE PATIENT 
1S IRON-STARVED 


The -yeast -tron 
EASTERN DRUG COMPANY LIMITED 
4, MOYERPORE ROAD © CALCUTTA-22. 


THE STANDARDISEO RAUWOLFIA COMPOUND 


EASTERN DRUG CO. LTD. 
CALCUTTA. 
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them. supplies tree in a form in which it is best absorbed the 
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Adsition of iver extract. yeast concentrate and foltic acid has increased 
\ the haematiaic properties of this preparation and has made it an ideal 
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Aypofensive 
: 
| | 
Bromo-Raulfin is prepared from plants collected 
: from their bases and is assayed and standardised 
for its alkaloid content during the process of | 
manufacture. As patients respond better to ; 
Rey Rauwolfia therapy when it is supplemented by _ _ 
: valerian and bromide these drugs are added to 
the compound to make it 
: hypnotic and hypotensive. 
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Supplies Essential 
Amino Acids, 
Vitamins and Enzymes 


for 
SOUND NUTRITION 


Each fluid ounce contains: 


Nicotinic acid amide (P.P.) 20 mg. 
(20 pe. Ascorbic Acid (Vit. C) 20 mg. 
Folic Acid ei Proteolytic Enzyme 10 grs. 
Vitamin (B:) io I Amylolytic Enzyme 5 grs. 
Riboflavin (Bz) 0-5 mg. Lipolytic Enzyme 5 grs. 
Pyridoxine (Bs) 0-5 mg. with other necessary adjuvants. 
INDICATIONS : 


Protein deficiency due to malnutrition, Typhoid and other 
ious diseases. Peptic Ulcers, Liver 
Cirrhosis, Dyspepsia, Chronic A Flatulence, Pre and 
Nutritional Oedema, Anzemias, 


Sole Distributors 
Stadmed Distributors Ltd., Calcutta 4. : 


STADMED LIMITED, CALCUTTA 4 


EACH TABLET CONTAINS 


FOLIC ACID 
VITAMIN A 


PANTOTHENATE 


VITAMIN E 
YEAST CONCENTRATE 


As also other factors as derived 

and Concentrate would 
Concentrate. 


F KIRK CO. 


yORK, USA 


WORNBY RD. FORT BOMBAY 


Ei 


C.F.KIRK CO., 


NEW YORK v.S.a. 


STANDARD. DRUG & CHEMICAL CO., 


WORNBY RD..FORT BOMBAY. 


"‘UTERODYNE 
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CHLOROMYCETIN 


A well-tolerated antibiotic of proved 


effectiveness in: 


Anthrax 

Bacterial pneumonia 
Dysentery 

Enteric fever 
Epididymitis 
Gonococcus infection 
Granuloma inguinale 


Hemophilus influenzae infection 


Herpes zoster 

Infectious mononucleosis 
Laryngotracheobronchitis 
Lymphogranuloma venereum 
Measles 

Mumps 

Paratyphoid fever 


Pertussis 

Primary atypical or virus 
pneumonia 

Prostatitis 

Psittacosis 

Rocky mountain spotted fever 

Scrub typhus 

Surgical infections 

Trachoma 

Tularemia 

Typhoid fever 

Typhus fever 

Ulcerative colitis 

Undulant fever 

Urinary tract infections 


FOR ORAL ADMINISTRATION 


Issued in vials of 12 kapseals, each kapseal containing 250 mg. 
of Chloromycetin. 


For further information apply to: 


Parke, Davis & Company, Limited. 


Cine. in U.S.A. with limited liability) 


P. 0. Box 88 


- BOMBAY, 1. 


Printed by B. K. Sen at Mopern WELLINGTON Sevens, CALCUTTA 
Dr. Prakase CHANDRA Guosu, at Hindusthan Buildings, Room No. 23, Corporation 
EDITOK MUKHARJI 


—Dr. A. D. 
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WHOLE LIVER 
WITH VITAMIN 


Contains off the onti-cncemic 
principles from 15 gms. of 


PROM 


TEDDIN 7 W.T. SUREN & CO. LTD., 
P. O. Box 229, BOMBAY 


Bronches : 
€ALCUTTA: P. O. Box 672 
MADRAS: P. ©. Box 1286 ‘ 
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crystalline VITAMIN 
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